International Abstracts 


of Surgery 


MARCH 1958 


VOLUME 106 
NUMBER 3 


Collective Review 


A WELL ESTABLISHED CONCEPT of shock, regard- 
less of the initiating factors involved, is that it 
is a state of diminished circulating blood volume. 
The disparity of the circulating blood volume 
and the volume of the vascular space sets off a 
complex series of reflexes and reactions which 
eventually leads to involvement of almost all the 
tissues of the body to a greater or lesser degree. 
The part played by each organ in an individual 
in shock has been intensively studied over the 
years and, with greater knowledge of the various 
components of the pathological physiology in- 
volved in shock, the relative importance and the 
interrelationship of the components have been to 
some extent clarified. Unquestionably, the great- 
est stress has been placed on the cardiovascular 
system. The central nervous system, the kidneys, 
the muscle mass, and the endocrine glands have 
all been implicated. Although much has been 
done on the liver in relation to shock, its rela- 
tive importance has perhaps not been empha- 
sized as much as it should have been when one 
considers the more advanced stages of shock 
and especially irreversible shock. A review of 
our present knowledge pertaining to the relation 
of the liver to shock seems to be indicated in an 


attempt to bring the whole picture into sharper 
focus. 


From the Department of Surgery, Stanford University Medi- 
cal School. 
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(‘THE RELATION OF THE LIVER TO SHOCK 


JOHN M. ERSKINE, M.D., F.A.C.S., San Francisco, California 


BIOCHEMICAL ASPECTS OF SHOCK 


Tissue anoxia is probably the most significant 
physiological alteration which results from the 
decreased blood volume. It is the most impor- 
tant factor bringing about metabolic and bio- 
chemical adjustments and ultimately the cessa- 
tion of certain vital intracellular enzymatic 
processes with ultimate death of the organism. 
It is known that one of the early responses of 
the body to a diminished circulating blood 
volume is a complex preferential distribution of 
the circulating blood to the organs most vital 
to survival, namely, the central nervous system 
and the myocardium, with a shunting of blood 
away from the subcutaneous tissue, the skeletal 
muscles, and the splanchnic area. The immediate 
adjustment to this form of acute stress is mediated 
through the adrenal medulla and the autonomic 
nervous system, but there is evidence that very 
soon the diminished circulation to the kidney, 
liver, and, to a lesser extent, the spleen with the 
associated diminution in the oxygen supply to 
those organs results in some subtle biochemical 
alterations in the cell metabolism. Chemical sub- 
stances appear to be released into the circulation 
which in themselves have a very real effect on 
it and subsequent physiologic readjustments. 

We owe our concept of these chemicals and 
their relation to the hemodynamics in a shocked 
individual to the work of Shorr and his associates 
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(2, 23, 33, 35, 43). Their experimental work in 
brief indicates that under anaerobic conditions 
resulting from diminished blood flow to the kid- 
neys and liver, two chemical substances are 
produced ~The first one to appear in the blood 
is a vasomotor excitor mechanism, VEM, which 
has not been isolated chemically as yet but 
appears to be a protein. This. substance predomi- 
nates in the compensatory phase of shock and 
produces a hyperreactive condition of the vas- 
cular bed with an increase in the constrictor ac- 
tivity of the metarterioles and precapillary 
sphincters. It thus aids in the maintenance of an 
active venous return of blood from the tissues 
despite a reduced blood volume. VEM is formed 
in the anoxic renal cortex and is not produced 
under aerobic conditions. It is destroyed by the 
aerobic but not the anaerobic renal cortex and 
ultimately a point is reached as the shock pro- 
gresses where the tissue anoxia is of such a degree 
that no further VEM is produced and its con- 
centration in the blood drops. 

The decompensatory stage of shock is asso- 
ciated with a decreased and, finally, a complete 
suppression of the constrictor activity of the 
metarterioles and precapillaries, and a pooling 
of blood in the capillary bed with an additional 
decrease in the venous return. Itis accompanied, 
Shorr believes, with the release into the circula- 
tion of a vasomotor depressor mechanism, VDM. 
This substance is formed under anaerobic condi- 
tions in the liver and to a lesser extent_ in the 


protein linked = an iron fraction. It is de- 
stroyed by aerobic liver tissue but not by anaer- 
obic liver tissue nor by aerobic liver tissue which 
has been previously exposed to anaerobic condi- 
tions for a certain length of time. In addition, it 
was noted that the altered liver tissue resulting 
from prolonged anaerobic conditions continued 
to produce VDM even when exposed once more 
to an aerobic environment. VDM is removed not 
only from the body by the undamaged liver cell, 
but it is also excreted by the kidneys in the urine, 
provided that the shock has not reached the de- 
gree that the kidneys are no longer producing 
urine. The VDM inactivating mechanism is ap- 
parently preserved during the hyperreactive 
phase of shock, but undergoes a gradual deteri- 
oration as the anaerobic conditions continue, 
and as VDM builds up in the blood the hypo- 
reactive irreversible phase of shock is initiated. 


Very little clinical research has been carried 
out to investigate the presence and significance 
of VDM in human beings in shock, but Scott, 
Howard, and Olney (40) noted in their studies 
on 20 severely injured Korean battle casualties 
a significant elevation in the plasma titers of 
VDM in most of the cases and occasionally VEM 
was also elevated. 

Frank e¢ al. (19), on the other hand, produced 
irreversible hemorrhagic shock in unanesthetized 
dogs and in these subjects no VDM was found. 
Because it appears under shock conditions only 
when anesthesia or morphine has been used, 
they maintain that it is doubtful that VDM can 
account for the development of irreversibility to 
transfusion in experimental hemorrhagic shock. 
They noted also the absence of effect on the 
arterial pressure or on the survival of animals 
deprived of their mechanism for inactivating or 
excreting VDM by hepatectomy and nephrec- 
tomies when VDM in the form of ferritin was 
injected intravenously in amounts sufficient to 
produce blood levels considerably higher than 
those observed in advanced hemorrhagic shock. 
Thus, it would appear that there is experimental 
evidence to refute the over-all importance of 
VDM, and a more extensive study of this aspect 
of the metabolic reactions to shock is indicated. 

The metabolic changes noted in progressive 
shock may be briefly summarized as follows (17): 

There is an initial rise in the blood sugar as 
a result of the release of adrenalin and, later, 
adrenocortical hormones through the pituitary- 
adrenal axis, but with the fall of liver glycogen, 
the blood sugar also-ultimately falls. The cata- 
bolic changes associated with stress and impaired 
liver function secondary to tissue anoxia probably 
are responsible for the elevation of amino acids, 
urea, and ammonia in the blood (15). 

rea formation i in the liver progressively dimin- 
ishes with the increasing severity of shock. There 
is an elevation of phosphate, sulfate, and potas- 
sium in the blood, as well as a fall in bicarbonate 
and the blood px with a resulting acidosis. The 
progressive rise in the blood amino acids is 
probably not entirely due to a failure of deamini- 
zation in the liver, but is contributed to by the 
diminished blood flow through the liver and by 
a diminished absorption rate of the anoxic liver 
cells of the increased load of amino acids added 
to the blood as a result of tissue breakdown. A 
lowered rate of oxygen uptake in liver tissue 
from shocked animals has been observed (14). 
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Haist (26) demonstrated an impairment of 
glycogen formation in the liver of an animal in 
shock. Ireneus (30) demonstrated some diminu- 
tion in the liver’s ability to assimilate galactose 
and to produce prothrombin in shocked dogs. 
Greig et al. (24) pointed out that in dogs sub- 
jected to hemorrhagic shock and in those exposed 
to anoxia, tissue cocarboxylase becomes dephos- 
phorylated. There is some evidence that a loss or 
disorganization of coenzyme takes place in 
shocked dogs, and there is other experimental 
evidence that various other intracellular enzyme 
systems are altered during progressive shock. 
Further evidence of altered hepatic metabo- 
lism as a result of shock and extensive wounds, 
especially abdominal wounds, was revealed by 
Scott, Howard, and Olney in the clinical research 
carried out on Korean battle casualties (40). 
The liver function alterations as a result of the 
shock, wounds, and subsequent surgical therapy 
were portrayed by an elevation in the plasma 
bilirubin, bromsulfalein retention, depression of 
plasma prothrombin activity, and elevation of 
the cephalin flocculation reaction. The extent 
and duration of these alterations were quite well 
correlated with the degree of trauma and shock 
involved, as well as the location of the wound 
with the more marked changes being noted in the 
abdominal wounds. In some cases there were 
two phases noted in the abnormal response, the 
second coming on about the fifth to seventh day 
after wounding. Davis (9) demonstrated that 
after hemorrhage in dogs there was bromsulfalein 
retention when the systolic pressure was maintain- 
ed at 80 to 90 mm. Hg and still more retention 
when it was reduced to 30 to 60 mm. Hg. 


Stewart et al. (44) found that as a result of\ 
hemorrhagic shock, as well as other conditions — 
_ producing hepatic hypoxia, a large and immedi- 
_ ate increase in plasma potassium concentration 
_ occurs in the hepatic vein. They postulated that 


_ theintracellular extracellular potassium gradient 
requires the constant expenditure of energy in an 


_ aerobic environment. With continued hypoxia 


_ a Severe potassium outflow occurs which may 
coincide with necrobiosis, and restoration of 
blood flow to the liver is often associated with 
evidence of uptake of potassium by the liver 
cells, presumably to replace the previous losses. 


PATHOLOGY OF THE LIVER IN SHOCK 


Distinct pathological changes have been de- 
scribed in people dying as a result of a shock- 


producing injury. Mallory et al. (34), in de- 
scribing the liver changes, noted the appearance 
of fat vacuolation in the liver cells at the center 
of the lobule after 18 hours of exposure to shock 
conditions in 87 per cent of the cases studied; 
the changes were of moderate or severe degree 
in 60 per cent. Bywaters (7) noted necrosis of 
the central and midzonal cells of the liver 
lobules in most of the patients dying as a result 
of crushing injury or skeletal trauma. The left 
lobe was involved more often than the right. If 
the patient died more than 6 days after the in- 
jury, an increased number of mitoses in the liver 
cells was noted which suggested that a certain 
degree of cellular repair becomes apparent after 
that interval. The involvement of the central 
area in the lobule may indicate that the anoxia 
in that area is greater than in the peripheral 
portion of the lobule. 

Ellenberg and Osserman (13), using autopsy 
material, found that the centrilobular changes 
consisting of congestion, eosinophilic staining of 
the cells, nuclear changes, cellular infiltration, 
and architectural disruption were definitely re- 
lated to shock and that the duration of shock was 
of importance in that shock of less than 24 hours’ 
duration infrequently results in central liver cell 
necrosis, whereas shock of more than 24 hours’ 
duration almost invariably results in changes. 
The cause of the shock did not seem to be impor- 
tant; any condition producing prolonged vaso- 
spasm, anoxia, and acute circulatory hepatic in- 
sufficiency would probably produce the changes. 

Anlyan et al. (1) studied liver damage fol- 
lowing induced hypotension, both from hemor- 
rhage and through the use of a ganglionic 
blocking drug (arfonad). In both groups of dogs 
they found that the only significant changes 
occurred in animals dying within 2 days following 


_ the period of hypotension, and in the first 24 


hours the changes consisted of necrosis of the 


_ paracentral cells and dilatation of the paracentral 


sinuses, while in the second 24 hour period, 
necrosis of the parenchymal cells became more 


_ obvious and extensive. There was no difference 
_ in the degree of liver damage in the chemically 


| induced hypotensive group as compared with 


) the group in which the shock was induced by 


hemorrhage. Because no changes were noted in 
any of the other organs studied, it was thought 
that with the possible exception of the brain, 
which was not examined, the liver was the most 


sensitive organ to hypoxia as producéd under 
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their experiments. If the animals had not been 
protected by penicillin during the experiment, 
the results of bacterial action on the liver might 
also have been added to the effects of hypoxia. 

Strawitz (45) characterized the irreversible 
aspects of shock by a study on the intracellular 
morphology and physiology of the mitochondria. 
The mitochondria are known to be Tesponsible 
for the oxidative and ‘energy-producing activities 
of functioning" cells in that they are important 
in adenosine triphosphate _ (ATP) formation. 
Dogs were exposed to shock to a point where 
irreversibility had been reached; heart, liver, 
and kidney tissue was then removed and the 
mitochondria of these tissues were then isolated 
in a pure suspension and studied morphologically 
and enzymatically with regard to their ability 
to oxidize Krebs’ cycle substrates and form ATP. 
The enzymatic studies revealed unimpaired oxi- 
dative activities, but a reduction in energy pro- 
duction resulting from interference with ATP for- 
mation by means of oxidative phosphorylation. 
The morphological studies revealed the mito- 
chondria to be increased in size and irregular in 
shape with certain other alterations in their 
intrinsic morphology. These changes were more 
marked in the liver tissue studied than in the 
heart or kidney tissue and they were not noted 
in the studies on the control animals. 


BACTERIOLOGICAL ASPECTS OF SHOCK 


Another facet in the complex interplay of 
factors influencing survival from hemorrhagic 
shock has been demonstrated by the experi- 
mental work of Fine and Frank (18 and 16). In 
one group of experiments, pretreatment of the 
dogs subjected to hemorrhagic shock with oral 
aureomycin resulted in 88 per cent survival, 
whereas 88 per cent of the untreated control 
group died. It appears that bacterial action 
facilitates the development of irreversibility, pos- 
sibly thre y through the lowered resistance of the anoxic 
live tissue to the bacteria in the liver and portal 
system. Antibiotics seem to inhibit the develop- 
™ment_of hepatic necrosis observed in the un- 


treated subjects. Most, but not all, of the broad 
range antibiotics were effective, especially if 
given before instead of after the induction of 
shock; if given late in shock, they were ineffective. 


CIRCULATORY PHYSIOLOGY 


The effect of shock on the splanchnic circu- 
lation and, more particularly, on the blood and 


oxygen supply to the liver is an important con- 
sideration. In experimental work on animals, it 
has been found by various observers that the 
hepatic artery supplies from 20 to 33 per cent of 
the blood entering the liver and from 38 to 50 
per cent of the oxygen supplied to the liver. The 
portal vein, in turn, supplies the remaining 67 
to 80 per cent of the blood and the other 50 to 
62 per cent of the oxygen used by the liver (32, 
36). Wiggers (47), working with dogs, found the 
mean pressure in the portal vein averaged 12 
mm. Hg and that in the inferior vena cava it 
was 6 mm. Hg. Berman ¢t al. (4), working with 
dogs, found slightly lower values with pressure 
in the portal vein of 6 to 8 mm. Hg, in the 
sinusoids of 3 to 4 mm. Hg, and in the hepatic 
vein of 1 to 2 mm. Hg. The pressure in the 
inferior vena cava ranged from 0 to .5 mm. Hg. 

The hepatic resistance to portal flow is very low 
therefore, and consequently large changes in por- 
tal fic flow can occur with only small differences in 
the portal vein-vena_cava_pressure_ gradient. 

These studies strongly suggest that portal flow 
through the Tive iver is reduced to a greater extent 
than is suggested by a lowering of the systemic 
and portal blood pressures. 

In hypotension and shock a series of physiolog- 
ical responses occur, all of which have the ulti- 
mate effect of reducing the oxygen delivered to 
the liver cell. McMichael (36), working with 
cats, noted that as the blood pressure fell the 
per cent saturation of portal blood with oxygen 
also fell; with pressures of 140, 100, and 80 mm. 
Hg, respectively, the blood saturations were 68, 
38, and 29 per cent. The hepatic vein blood also 
contained less oxygen than the portal vein blood 
in each case. He also showed that as the blood 
pressure fell, the liver became more and more 
dependent on the hepatic arterial supply of oxy- 
gen, and with a systemic blood pressure of 60 
mm. Hg and assuming no change in the relative 
amounts of blood supplied by the artery and 
vein, only 35.5 per cent instead of 60 per cent or 
more of the oxygen used by the liver at normal 
blood pressure was supplied by the portal vein. 

Blalock (6) showed that even after moderate 
hemorrhage the blood flow through the portal 
circulation may be reduced by 53 per cent. 
Hamrick and Myers (27), using the bromosulfa- 
lein extraction technique, found that the hepatic 
blood flow of the dog was markedly reduced 
following a single hemorrhage, resulting in blood 
loss of 32 to 65 per cent of the estimated total 
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blood volume, and, if the shock was sustained, 
the average reduction in the blood flow through 
the liver amounted to 69 per cent. They con- 
cluded that the amount of blood loss rather than 
the magnitude of the arterial pressure fall deter- 
mines largely the degree of blood flow reduction. 
They considered the decline in arterial pressure 
following a single hemorrhage as a poor index 
of the degree of circulatory embarrassment of the 
liver, especially when peripheral vasoconstric- 
tion is pronounced and the arterial blood pres- 
sure may be normal or only slightly reduced. 

Freedmen (22), working on shocked dogs and 
using roentgenographic techniques, showed that 
there was a constriction of the portal and hepatic 
veins during hemorrhagic shock and recovery of 
normal caliber did not take place within a 6 
hour period following restoration of a normal 
blood volume. Thus, he concluded that a con- 
striction of the intrahepatic veins accounted for 
a large part of the increased hepatic vascular 
resistance, as noted on pressure studies during 
shock in animals by Selkurt (42) and others. 
Frank et al. (20) investigated the sequestration 
of blood within the portal venous bed during 
the course of progressive hemorrhagic shock in 
dogs. They found that the fall in portal and caval 
pressures which followed hemorrhage was usually 
followed by a return of the portal pressure to 
normal levels as shock progressed with a conse- 
sequent increase in the portal caval pressure 
gradient. When the withdrawn blood was re- 
placed in these shocked dogs, the portal venous 
pressure usually remained elevated even after 
the systemic blood pressure had fallen off again 
to shock levels. Further transfusion therapy in 
this irreversible stage of shock increased the por- 
tal hypertension and postmortem examination 
revealed congestion of the liver sinusoids, espe- 
cially in the central part of the lobules with 
necrosis in some areas. To determine the part 
this portal congestion had in the irreversibility of 
hemorrhagic shocks, Frank carried out similar 
shock experiments in Eck fistula dogs and noted 
that the original portal pressures and portal caval 
gradients were low and did not increase during 
the hypotension, nor did portal hypertension 
occur after transfusion although the portal caval 
pressure gradient did go up some. Examination 
of the livers of these dogs dying of irreversible 
shock revealed no congestion, but areas of necro- 
sis were again observed in the central part of the 
lobule. It was concluded, therefore, that preven- 


tion of the sequestration of blood in the abdom- 
inal viscera did not prevent the development of 
irreversibility and that such sequestration cannot 
be considered a critical factor in the circulatory 
failure and the lack of response to transfusions. 
Le Veen et al. (32) carried out an interesting 
study on dogs with regard to the circulatory dy- 
namics and the associated physiological changes 
resulting from hemorrhage from the gastroduo- 
denal artery as in a patient with a bleeding pep- 
tic ulcer. They showed that massive hemorrhage 
from the gastroduodenal artery or one of its 
large branches selectively reduced the blood 
pressure and blood flow in the hepatic artery far 
in excess of that seen in the more peripheral sys- 
temic arteries such as the femoral artery. The 
pressure head at the origin of the hepatic artery 
was reduced and the selective blood flow reduc- 
tion through the hepatic artery became greatest 
when the systemic blood pressure reached levels 
under 100 mm. Hg and there was complete col- 
lapse of the diastolic pressure in the hepatic 
artery when the systemic pressure fell to 80 mm. 
Hg. The disparity between the systemic and 
hepatic arterial blood flow was greatest when 
the blood pressure was low, and this was accen- 
tuated by the increased viscosity of blood at low 
flow rates as a result of loss of axial flow and by 
the increased resistance which the liver offered 
to blood flow because of hemorrhage, as dis- 
cussed previously. It as also stated_previously 
that in any form of ck there is not only a re- 
uctio Slood flow but also a reduc- 


rom a range of about 75 percent saturation to 


er cent or - less, and the result is that, in 
Shorr the liver becomes primarily dependent on 
the arterial circulation for its oxygen supply. 
Consequently, in the special situation in which 
the hepatic arterial flow is also drastically re- 
duced as aresult of hemorrhage from the gastro- 
duodenal artery, hepatic anoxia will be severe 
and should receive real consideration in the 
evaluation and treatment of "patients with mas- 
sive hemorrhage _ froma peptic ulcer. ~~ 
There is therefore considerable evidence that 
the liver is in a vulnerable position in shock and 
especially when it is produced by hemorrhage 
from one of the major branches of the hepatic 
artery. The most pertinent experimental work 
relating to the prevention of hepatic anoxia in 
shock was carried out by Selegman and Frank 
(21, 41) working with dogs and using their 
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standard technique of producing irreversible 
hemorrhagic shock. In their experiments, 11 of 
12 dogs in shock with blood pressures maintained 
at 30 mm. Hg and receiving additional arterial 
blood into the splenic vein by cross circulation 
with healthy donor dogs survived when trans- 
fused after a period of shock ordinarily long 
enough to render transfusion ineffective. Fifteen 
of 17 dogs similarly treated, except that the donor 
dog’s blood entered the jugular instead of the 
splenic vein, died after transfusion. Also, the 
liver-perfused dogs endured a hypotensive level 
of 33 mm. Hg for a much longer period of time 
than the jugular perfused dogs. In some of the 
liver-perfused dogs, evidence of damage to the 
central nervous system appeared late in the per- 
fusion period, but usually disappeared after trans- 
fusion. There were fewer disturbances in the 
intermediary metabolism in these dogs as com- 
pared to the controls. These workers then carried 
the experiments one step further and showed 
that hemorrhagic shock which had not responded 
to transfusion and was therefore by definition 
irreversible could be successfully treated by cross 
circulation of the liver by means of the splenic 
vein with blood from a healthy dog (8 or 9 sur- 
vived), whereas cross circulation by means of a 
systemic vein was not successful (7 of 9 dogs 
died). The dogs receiving the cross circulation of 
the liver revealed a recovery of the peripheral 
vascular tone and progressive improvement in 
the circulatory state. It was stressed that anoxia 
of the other organs and tissues of the body was 
not as important in the development of irreversi- 
bility in hemorrhagic shock since cross circula- 
tion of the systemic venous system did not result 
in reversal of the advanced shock state, while 
cross circulation of the portal system and liver 
seemed to result in a preservation of liver func- 
tion which would be of crucial importance in 
recovery from advanced hemorrhagic shock. 
Additional evidence for the importance of 
adequate hepatic oxygenation was supplied 
by Baez, Zweifach, and Shorr (3). Hepatic 
arterialization was accomplished by a right ne- 
phrectomy with anastomosis of the renal artery 
to the hepatic end of the divided portal vein, 
and the other end of the portal vein was anas- 
tomosed to the right renal vein, creating an Eck 
fistula. The dogs were found to require a greater 
loss of blood than the control dogs to acquire a 
similar degree of hypotension. Compensatory 
peripheral vascular responses persisted longer and 


decompensatory changes developed later than in 
the controls. There was little or no VDM activity 
in the blood and the shock was rapidly reversed 
by replacement of the blood removed. 

Cohn and Parsons (8) carried out somewhat 
similar experiments by inserting a vein graft 
between the aorta and the portal vein and then 
subjecting the dog to acute hemorrhagic shock. 
Fighty-eight per cent of the dogs with the fistula 
survived the shock period, whereas 84 per cent 
of the dogs with an occluded fistula did not sur- 
vive. Delorme (10) carried out experiments on 
dogs which involved the antoperfusion of the liver 
with arterial blood, venous blood, and oxy- 
genated venous blood while the animals were 
maintained at a fixed level of hypotension by 
controlled bleeding. He found that dogs receiving 
supplementary oxygen by way of the portal vein 
invariably showed an increased resistance to 
hypotension, their mean survival time was at 
least twice that of the control group, and their 
loss of vascular tone developed to a lesser degree 
and more slowly. He interpreted these findings 
to indicate that a gradient loss of liver function 
occurs under anoxic conditions and that periph- 
eral vascular responses are directly or indirectly 
influenced by this failure. 

Hay and Webb (29), working along similar 
lines, prepared dogs with increased arterial blood 
flow to the liver by splenectomy and anastomosis 
of the splenic artery to the splenic vein and found 
that the mortality as a result of prolonged shock 
was only 10 per cent, as compared to that of the 
control series in which 85 per cent of the dogs 
died as a result of the shock to which the animals 
were exposed. Hay (29, 30) went on to show that 
by the use of sodium dehydrocholate (decholin), 
given intraveneously, a drug which had previ- 
ously been shown (by means of the thermostro- 
muhr method) to increase the hepatic artery 
blood flow, the mortality of a group of dogs ex- 
posed to hemorrhagic shock was 22.3 per cent, 
compared to that of 75 per cent in the nontreated 
control series. Although Hay could not definitely 
state that the apparent benefit derived from 
decholin was due to an increase in the arterial 
flow to the liver in spite of the presence of shock, 
he thought this might be the case. Edwards et al. 
(12) repeated the experiment, using decholin on 
shocked dogs, and they were unable to demon- 
strate any increased survival in the treated dogs 
over that in the controls. They had no explana- 
tion for their difference in findings. 
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There are some indications that arterialization 
of the liver as carried out in these experiments is 
not the sole means of increasing (in animals) re- 
sistance to what otherwise would be irreversible 
hemorrhagic shock. R. C. Lillehei (31) investi- 
gated the part played by bowel ischemia in 
irreversible hemorrhagic shock. He noted the 
flow in the superior mesenteric vein in dogs bled 
to a blood pressure of 40 mm. Hg by the Fine 
technique to be in the region of 30 per cent or 
less of normal. He carried out a series of experi- 
ments in which the superior mesenteric artery 
was cannulated, and controlled cross perfusion 
of the artery was begun at a normal pressure 
and flow with arterial blood from a donor. When 
this procedure was carried out for 5 hours, 18 
of 19 dogs survived indefinitely, while 14 of 16 
dogs perfused through the femoral rather than 
the superior mesenteric artery died. Chronic Eck 
fistula dogs similarly shocked and perfused 
through the superior mesenteric artery also sur- 
vived which ruled out increased portal blood 
flow through the liver as the basis for survival. 
Blood volume determinations showed no signifi- 
cant volume changes in perfused dogs. 


SUMMARY AND CONCLUSIONS 


There are may facets to the complex pathologic 
physiology involved in shock, and certainly the 
subject is much broader and more complex than 
this review of the relation of the liver to shock 
would imply. Many of the other aspects of the 
shock picture are emphasized in the voluminous 
literature dealing with this subject, and, if any- 
thing, the significance of the liver has been mini- 
mized in the research on the subject. A summary 
of the recent experimental work related to the 
importance of the liver in shock therefore seemed 
indicated at this time. 

Not all the experimental work on this subject 
isin complete agreement, and certainly a great 
deal of investigative work remains to be done to 
bring into sharper focus the true abnormalities 
that result in the liver as a result of hypotension. 
Certainly the liver is of less importance in the 
early phases of hypovolemic shock and gains in 
significance as the body tissues start to notice 
the effects of the altered circulation and the asso- 
ciated diminution of the oxygen supplied to the 
tissues. The vulnerability of the central nervous 
system and the myocardium to anoxia has been 
emphasized frequently and it has been shown 
that a preferential distribution of blood to these 


organs seems to occur. The liver with all its com- 
plex and important metabolic functions does not 
seem to share in the protective reflexes of the 
body and the anoxia that results leads to signifi- 
cant metabolic alterations. Numerous biochemi- 
cal abnormalities occur and there is some 
evidence that substances are released from the 
anoxic liver which actually tend to set up a 
vicious circle counteracting protective mecha- 
nisms of the body and in turn leading to death. 
There are pathological changes in the liver cell 
which indirectly emphasize the damage that has 
resulted. The resistance of the body to bacterial 
action is apparently also altered and again the 
liver may be the organ especially vulnerable to 
bacteria. Finally, some of the reasons for the par- 
ticular vulnerability of the liver to damage 
during shock can be explained by the double 
blood supply to the liver and the changes in cir- 
culatory dynamics to that organ which result 
when shock exists. There is much experimental 
work to indicate that death which would occur 
as a result of shock can be prevented by-increas- 
ing the circulation of oxygenated blood through 
the liver by one of several methods. 

An awareness of the importance of the liver in 
shock may lead to specific measures in the clinical 
field directed at protecting the liver in a person 
in shock from the dangerous secondary changes 
that occur. For example, can specific treatment 
of the liver be carried out, and can the liver be 
protected from further deleterious effects of shock 
and anesthesia by transfusing the portal vein 
with well oxygenated blood while an abdominal 
operation for removal of the cause of shock is in 
progress? Little has been done thus far along 
these lines, but it is a field that deserves some 
thought and consideration. 
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EYE 


Early Components of Corneal Wound Closure; Ex- 
perimental Study. James E. McDonatp. Arch. 
Ophth., Chic., 1957, 58: 202. 


THE AUTHOR performed a series of experiments to ob- 
serve the course of healing of corneal incisions, in the 
presence as well as in the absence of fibrin and in 
several species of animals (rabbits, cats, dogs, mon- 
keys), including man. 

During the healing of a corneal incision in rabbits 
the following processes were observed: (1) immediate 
retraction of the wound edges, especially posteriorly, 
(2) formation of a fibrin plug in the wound, (3) re- 
formation of the anterior chamber simultaneously with 
completion of the fibrin “‘cork”, and (4) little tend- 
ency, within the first hour, toward approximation 
of the wound edges by swelling or by any other means, 
although the adjacent corneal stroma slowly developed 
some haziness suggestive of edema. 

In 4 human cases, studied in a similar manner under 
the slit lamp, the geometric characteristics of the 
wound were essentially the same as in the animal 
experiments except that the degree of posterior gaping 
was relatively less marked than in the animal eyes, 
and the over-all wound gaping was also less. After 5 
minutes, fibrin began to form between the edges of the 
wound and over the edge of the wound inferiorly. The 
anterior chamber formed within 10 minutes after the 
wound became plugged by fibrin. The fibrin built up 
gradually and plugged the wound firmly. The plug 
was so strong 3 hours later that even the extensive 
manipulation of the enucleation was performed with- 
out rupturing of the wound or loss of the anterior 
chamber. 


These experiments concerning the clinical and 
histologic course of healing of a corneal incision in 
animals and humans are reported because of the un- 
certainty of the importance and of the sequence of 
events in the healing of a corneal wound during the 
first hour after an incision. A more detailed descrip- 
tion of the findings during this early period follows: 
(1) Immediate retraction of Descemet’s membrane 
and of the posterior layers of the cut stroma. This 
produces a large inverted-V-shaped gaping of the in- 
cision posteriorly. Gaping of the anterior layers also 
occurs but to a lesser extent. These results are prob- 
ably due to a release of physical tension and of the 
tlastic tissue in the cornea. (2) Rapid formation of a 
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fibrin plug. This occurs as early as from 3 to 10 
minutes after an incision through the posterior layers. 
It seals the wound and permits re-formation of the 
anterior chamber. Inhibition of the formation of this 
fibrin plug can be accomplished by systemic heparini- 
zation of the animals. 

Edema of the corneal stroma develops very slowly 
during the first hour and seems to be of little impor- 
tance in producing coaptation of the edges of the 
wound during this period.— Joshua Zuckerman, M.D. 


A Modification of the Smith Indian Technique of 
Intracapsular Cataract Operation. M. S. NIRANKARI 
and M. C. Mauneat. Brit. 7. Ophth., 1957, 41: 487. 


THE cLAssIcAL Smith method of intracapsular extrac- 
tion has been improved by avoiding any force on the 
vitreous humor and the posterior segment. In this 
safer technique, the zonular fibers are broken through 
pressures on the eyeball confined to the anterior seg- 
ment. Basal narcosis, lid akinesia, and retrobulbar 
anesthesia are used. A limbal incision of 180 degrees, 
made with a narrow von Graefe knife, is followed by a 
peripheral iridectomy. With the convex surface of a 
broad spatula placed over the corneoscleral incision, 
pressure is exerted downwards and backwards so as to 
tilt forward the lower periphery of the lens. The point 
of the Smith hook is applied below this bulge and 
gentle pressure is exerted posteriorly and upward 
while the lens spatula maintains its gentle pressure 
backward and downward. The zonular fibers break 
and as the lens rotates forward around its horizontal 
diameter it is slowly molded out of the moderately 
dilated pupil until the equator is passed, after which 
the lens is brought out with a smooth upward sweep 
of the hook and the upper zonular fibers are gently 
wiped off. 

This simple and rapid procedure requires the fol- 
lowing conditions for successful performance: (a) the 
lens should be fairly hard and not subluxated, (b) 
the patient should be over 50 years of age, and (c) the 
ocular tension should be normal. 

— James E. Lebensohn, M.D. 


Local Irradiation of Metastatic Carcinoma of Choroid 
with Radioactive Iodine; a Preliminary Report. 
Frank W. and Paut V. Harper. Am. 7. 
Ophth., 1957, 44: 222. 


THE AUTHORS report a method of focal radiation of the 
posterior segment of the globe with radioactive iodine 
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and present a preliminary report of its use in a case of 
metastatic carcinoma of the choroid. 

The effects of radon seeds, radium discs, and cobalt 
on eyes containing retinoblastomas, as well as the 
histologic changes which follow this method of ther- 
apy have been described by Stallard. The effects of 
focal area irradiation on the posterior ocular segment 
in experimental animals using beta rays derived from 
yttrium have been reported by Newell, Harper, and 
Koistenon. 

The radiation of abdominal tumors by radioactive 
isotopes has been described by Harper and his co- 
workers. For the treatment of metastatic malignancy 
of the brain, a method has been developed in which a 
polyethylene envelope containing blotting paper is 
placed adjacent to the tissue to be irradiated and the 
envelope is filled with an isotope solution. This method 
seems to be of possible value in ophthalmology be- 
cause tumors of the eye are small when first diagnosed. 
The chief advantage of the polyethylene envelope 
over the method of Stallard is the elimination of the 
need for subsequent removal of the implant. More- 
over, radiation exposure of the operator during sur- 
gery is completely eliminated. 

The chosen isotope, namely, I, has suitable 
gamma radiation and proper chemical properties for 
concentration in the necessary small volume of solu- 
tion. The beta radiation from this isotope produces a 
very intense radiation field in the tissues in immediate 
contact with the applicator. 

The envelope technique was used in only one pa- 
tient who presented bilateral metastatic cancer of the 
choroid, originating in the breast, but the lack of 
reaction and the beneficial effects were dramatic 
enough to warrant this preliminary report. _ 

In this procedure 2 polyethylene envelopes con- 
taining one centimeter squares of blotting paper were 
sutured to the inferior nasal and inferior temporal 
portions of the sclera over the estimated area of the 
tumor. 

Four days later, 1.5 mc. of iodine were injected into 
the tube leading to the envelope in a volume of strong 
potassium iodide solution sufficient to saturate the en- 
closed blotting paper. 

The end of the polyethylene tube was closed by 
means of a flame and cut off flush with the skin. 

Four days after the implantation of the isotope, 
pigmentation of the retina appeared in the area ad- 
jacent to the envelope and the retina appeared to be 
much flatter. This pigmentary reaction gradually in- 
creased until the entire area was diffusely speckled 
with choroidal pigment and the retina was flat. 

Four months later, the retina was entirely flat and 
no field defect could be demonstrated perimetrically. 

It is concluded that whereas conventional irradia- 
tion is difficult to localize, requires relatively high 
doses of radiation, and may cause cataract and severe 
cutaneous lesions, localized radiation of small lesions 
of the posterior segment of the eye is a logical proce- 
dure. With a radioactive isotope the lesion can be 
precisely treated with high dosages. In this patient, 
the calculated gamma ray dosage was 5,000 roentgens 
delivered to the apex of the tumor which was esti- 
mated to be 3 mm. from the sclera. 

—Foshua Zuckerman, M.D. 


Evaluation of Scleral Tucking Procedure for Retinal 
Detachment. Rosert M. Sturman, JosePH Lavat, 
and Victor J. Wet. Arch. Ophth., Chic., 1957, 58: 251, 

THE EFFicacy of the scleral tucking procedure for 

retinal detachment devised by Everett was examined 

histologically in rabbits at 4, 8, and 12 weeks after the 
operation. An incision was made through the sclera 
with a Bard-Parker knife and one side of the wound 

was cautiously undermined with Stevens’ scissors. A 

cyclodialysis spatula was then passed into the supra- 

choroidal space to free a sufficient area of sclera from 
the underlying choroid. The loosened area of sclera 
was grasped with fixation forceps and bunched up 
into a true scleral fold through which were inserted 

two double-armed mattress sutures of heavy silk at a 

5 mm. interval. The conjunctiva was then closed. 
Microscopic study showed that at 12 weeks, al- 

though not earlier, there was almost complete filling 

in of the space between the two limbs of the scleral 
fold with newly formed tissue. Since the scleral tuck 
can be expected to stay in place for over 12 weeks, 
which is more than sufficient time to allow for firm 
adhesions between choroid and retina as a result of the 
diathermy reaction, the Everett technique appears to 
be a commendable procedure. 

— James E. Lebensohn, M.D. 


EAR 


Polythene Tubing in Ear Reconstruction. CHar.es 
R. McCasu. Brit. F. Plast. Surg., 1957, 10: 153. 


ONE OF THE DIFFICULTIES in reconstruction of the ear 
is to prevent the soft tissue contraction which takes 
place between the successive stages of the procedure. 

As a solution to this problem the author advises the 
insertion of a length of fine polythene tubing threaded 
over a Stainless-steel wire in the helix. 

The polythene tubing supplies skeletal support, 
keeps the helix from contracting, and gives it a pleas- 
ing rounded contour. This method has been used in 5 
cases without any complications. 

Technique. Under general anesthesia, 4 small inci- 
sions are made—one at the beginning of the anterior 
end of the helix, the second in front of the tragus, and 
the other two just below the helix at 12 and 3 o’clock. 
With a fine pointed scissors a tunnel is made between 
each incision and with the help of an aneurysm 
needle the polythene tubing is passed. 

The two ends of the tubing, which appear at the 
incision opposite the tragus, are shortened enough to 
give tension to the helix and the wire ends are twisted 
together. Finally the ends are buried and the incisions 
closed. — Andreas G. Kodros, M.D. 


The Dry Physiologically Perfected Fenestra Nov- 
ovalis Technique. Jutts Lempert. Arch. Otolar, 
Chic., 1957, 66: 35. 


Tuis is another excellent contribution of the author to 
the refinement of his one stage fenestration operation 
and should be read by anyone doing fenestration 
surgery. The author states that since he devised the 
invagination technique of the tympanomeatal flap on 
the fenestra nov-ovalis the incidence of osteogenetic 
closure in this procedure was reduced to less than 2 
per cent. After preventing the osteogenetic closure of 
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the fenestra nov-ovalis the author directed his atten- 
tion to the prevention of postoperative inflammatory 
reaction of the endolymphatic vestibular and cochlear 
labyrinth. This reaction was very bothersome to the 
patient because of vertigo and, most important, be- 
cause occasionally the serous labyrinthitis was severe 
enough to irreparably damage the cochlear nerve 
function which had existed preoperatively. Sham- 
baugh suggested that blood entering the perilymph 
space during the fenestration operation could cause 
postoperative serous labyrinthitis of a variable degree. 
He proved this experimentally in the monkey. The 
author avoided the entrance of blood into the peri- 
lymphatic space by: (1) not opening the perilymph 
space until every one of the bleeding points within the 
mastoid cavity had been controlled with the polishing 
burr; (2) developing the cupola technique for opening 
the perilymph space; and (3) using the untrimmed, 
thin periosteum-lined portion of the tympanomeatal 
flap nearest to the tympanic membrane. 

In spite of the aforementioned measures the author 
was unable to prevent in any of his patients the post- 
operative onset of serous labyrinthitis, and he con- 
cluded that blood within the perilymph space is not 
the only cause of postoperative labyrinthitis. It oc- 
curred to him that irrigation and suction with any one 
of the physiologic solutions used to date, for whatever 
purpose, after having laid open the perilymph space, 
may be the one technical error causing the labyrinth- 
itis. Since the chemistry of the human normal peri- 
lymph is still unknown, he believes that there is no way 
of telling whether or not any physiologic solution 
presently employed for irrigating the newly created 
fenestra region can effectively take the place of the 
natural perilymph which irrigation and suction re- 
move from the perilymph space. 

To examine his view a series of 100 consecutive 
fenestrations was divided into two groups, each one 
comprising 50 cases. In one of the groups all of the 
cases were irrigated, and in the other they were not. 
He observed that in the 50 cases in which irrigation 
and suction were not used after opening the perilymph 
space, there was no clinical evidence of postoperative 
inflammatory reaction of either the vestibular or 
cochlear endolymphatic labyrinth. Of the 50 irrigated 
cases, however, all showed postoperative signs of 
labyrinthitis in various degrees of severity. He still put 
his opinion to a severer test and fenestrated 3 cases of 
fulminating otosclerosis in the presence of existing 
cochlear nerve function damage. In all of them irriga- 
tion and suction were avoided, and in all of them 
there was no clinical evidence of postoperative in- 
flammatory reaction of the endolymphatic labyrinth, 
and a hearing improvement to the level of the pre- 
operative bone-conduction hearing was obtained. 

The necessity for using irrigation after having 
opened the vestibular perilymph space can be avoided 
only by: (1) using irrigation prior to opening the 
perilymph space for the removal of all bone dust, and 
(2) employing the cupola technique instead of the 
pulverizing technique for opening the perilymph 
space. 

The author states that since the prevention of post- 
Operative osteogenic closure of the fenestra nov-ovalis 

d been previously conquered and time-proven, the 
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prevention of postoperative serous labyrinthitis, which 
has finally been conquered, results in removal of the 
final stumbling block to completely successful fenestra- 
tion surgery. —G. Obregon, M.D. 


NOSE AND SINUSES 


Cosmetic Rhinoplasty. GEorce V. WesstER. California 
M., 1957, 87: 19. 


STRONG PSYCHOGENIC MOTIVES are frequently the driv- 
ing force which causes patients to seek rhinoplasty. 

Rejection, Ridicule, and Racial discrimination are 
the three “‘R’s” indicating operation, aside from crush 
injuries and other obvious gross abnormalities. 

When the candidates for rhinoplasty are carefully 
selected, the procedure is quite successful both in im- 
proving the appearance and helping the patient psy- 
chologically. Psychoneurotic patients with severe com- 
plexes are poor subjects for rhinoplasty and they 
should not be operated upon. It is doubtful that rhi- 
noplasty produces gross changes in the physiology of 
the nose. 

Patients undergoing rhinoplasty must be treated 
carefully. During their hospitalization any psychologi- 
cal trauma must be avoided, and adequate sedation as 
well as complete block anesthesia must be given to 
eliminate pain. 

Although some surgeons occasionally . perform 
rhinoplasty combined with submucous resection, 
when it is needed, the more conservative plastic sur- 
geons feel that it is wiser and safer to do the two pro- 
cedures separately. 

Except for cases with extreme degrees of obstruction 
or crushing, rhinoplasty should not be performed on 
patients under 14 or 15 years of age. The procedure is 
performed under local anesthesia after adequate seda- 
tion. The technique of the operation varies greatly 
from patient to patient but follows closely Joseph’s 
original technique. 

Rhinoplasty is a safe, relatively painless, and fast 
procedure. If the patients have been carefully selected 
the results are satisfactory and the complications rare. 

— Andreas G. Kodros, M.D. 


MOUTH 


The Importance of the Uvula in the Surgery of Cleft 
Palate (Die Bedeutung der Uvula in der Gaumens- 
paltenchirurgie). K. HutscHENREUTER and S. ZEHM. 
Chirurg, 1957, 28: 358. 


THE METHODs of Veaux or Axhausen are predomi- 
nantly used today for the closure of a cleft palate. 
These methods give special attention to the restoration 
of a long, movable, functional uvula. 

At the authors’ clinic all the children operated upon 
within the last 10 years have been followed up and a 
close relationship between the anatomical results of 
the restored uvula and its function has been estab- 
lished. 

In addition to its physiologic importance, the im- 
portance of the uvula in speech, both in healthy 
individuals and in those with a cleft palate, is discussed. 
According to a specially devised method speech tests 
were done and the function of the uvula after surgical 
treatment of the cleft palate was evaluated. The 
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necessity of postoperative speech exercises in each 
case is duly pointed out.— Victor R. Fablokow, M.D. 


Salivary Adenomas of the Buccal Cavity. KENNETH 
Harrison. Ann. Otol. Rhinol., 1957, 66: 459. 


THE AUTHOR has made a study of 63 salivary tumors 
of the buccal cavity that were seen at the Christie 
Cancer Hospital and Holt Radium Institute, Man- 
chester, England, and the Department of Oto- 
laryngology, Manchester Royal Infirmary. In this 
series, 27 cases were mixed adenomas and 36 were 
adenomas showing the pattern of a cylindroma. 

The author reviews the history of this type of tumor, 
especially in connection with the “‘cylindroma”, from 
the time when the term was first used by Billroth in 
1859 up to the more recent studies. Numerous syn- 
onyms have been used to describe this tumor, but the 
author advocates the term cylindroma since it has a 
high priority historically and also because it is so de- 
scriptive of a characteristic pattern of adenoma that it 
is generally used by clinicians and pathologists. 

Histologically, the mixed adenoma shows a typical 
mixture of epithelial and mesenchymal elements. The 
cylindroma is an epithelial tumor with adenoid struc- 
ture and appears to arise in the ducts of mucous glands, 
which are abundant in the mucous membrane that 
lines the buccal and nasal cavities. The tumor is rarely 
encapsulated and it infiltrates the surrounding tissues. 

The most common site of origin of these tumors is 
the hard palate. The tumors in the tongue and floor of 
the mouth in this series of cases were all of the cylin- 
droma type. Patients with mixed adenoma are about 
equally distributed as to sex and age, while the cylin- 
droma is more frequently seen in females. Cylindromas 
are most frequently seen in patients who are between 
the fifth and sixth decades of life. 

Clinically, the mixed adenomas appear as a swell- 
ing, usually elastic in consistency, and sometimes 
cystic. Ulceration is rare. The treatment of choice is 
complete surgical removal and the prognosis is very 
good. Of the 27 patients studied 21 are alive and well 
from 4 to 16 years after treatment. Three patients are 
known to have died from intercurrent disease and 3 
were not traced. 

The distinguishing features of the cylindroma are 
that this tumor frequently ulcerates and that there is 
marked dilatation of the superficial blood vessels on 
the surface of the tumor. 

The cylindroma grows slowly, is locally invasive, 
and infiltrating. Unless the primary tumor is widely 
excised when accessible, there is local recurrence and 
late invasion of the middle fossa of the skull may fol- 
low. When this occurs the gasserian ganglion and its 
branches may be involved, resulting in neuralgic pain 
in different parts of the face and head. Metastases of 
the regional lymph nodes and distant spread to the 
viscera and skeleton may occur. Lung metastases may 
be latent and unsuspected and x-rays of the chest 
should always be taken in these cases. The course of 
the cylindroma is undoubtedly much slower than that 
of the frank carcinoma occurring in similar sites. The 
treatment of choice is wide surgical excision because 
this tumor frequently does not have a true capsule. 
This has been noted in several histological examina- 
tions. With a tumor arising on the hard palate, the 


overlying palatal bone requires removal, otherwise 
the excision will be inadequate and the tumor will 
certainly recur. The prognosis is poor in this type of 
tumor. In the 36 cases studied, two-thirds of the pa- 
tients have died, 4 are alive with an inoperable recur. 
rence, and only 3 patients are alive and well. 

The authors recommend that a histological diag. 
nosis should be obtained before treatment is carried 
out. Nothing less than a wide surgical excision should 
be done in this type of case. Whenever the tumor is in 
close proximity to bone, x-ray studies should be done 
to discover an invasion that may escape clinical in- 
vestigation. X-rays of the chest should be required in 
every case because of the danger of later recurrence 
and development of metastasis; a long follow-up 
period is essential. Cylindromas are resistent to irra- 
diation, but if the tumor is surgically inaccessible, it is 
worth while to try one of the newer forms of irradia- 
tion. Mixed adenomas should also be surgically ex. 
cised. The prognosis in.this instance is good. 

—G. Obregon, M.D. 


Carcinoma of the Lips, Tongue, and Floor of Mouth 
(I carcinomi delle labbra, della lingua e del pavimento 
orale). Giovanni Batpuzzi. Arch. ital. chir., 1957, 82: 
81. 


A THOROUGH SYNTHEsIs of the author’s personal ex- 
perience and opinion and a review of the pertinent 
literature on the diagnosis and treatment of oral 
cancer is presented. 

In all cases extirpative surgery is to be preferred to 
radiation therapy. Carcinoma of the lip is treated by 
prompt local excision. Prophylactic neck dissection 
is not advocated; a supraomohyoid dissection is fre- 
quently adequate. A “cure” rate of 50 to 60 per cent 
is reported. 

In carcinoma of the lip the frequency of bilateral 
neck metastases is emphasized. The combination of 
electrosurgery and radiation is believed to be the best 
treatment. In small lesions of the anterior tongue 
simple cautery excision and postoperative radiation 
is advised. In more extensive lesions a combination 
of hemiglossectomy, cervical lymphadenectomy, and 
radiation is preferred. Tumors situated at the base of 
the tongue are treated by bilateral neck dissection and 
ligation of the lingual arteries. After a period of 10 
days electro-excision of the primary lesion is carried 
out. 

Carcinoma of the floor of the mouth, though rela- 
tively uncommon, grows rapidly and metastasizes 
early. It frequently invades the mandible. Radical ex- 
cision with bilateral complete neck dissection is the 
author’s preferred treatment. Radiation may be 
utilized as an adjunct to surgery, but not as the sole 
treatment. 

The author presents an anatomical review of the 
lymphatics of the neck. He illustrates and describes 
in detail his technique of radical neck dissection. In 
his procedure the platysma is reflected with the skin 
flaps, the sternocleidomastoid spared, and the internal 
jugular vein resected. Bilateral resection of the jugular 
vein is believed to present no significant complica- 
tions. 

The paper is concluded by clinical summaries of 
the author’s 23 cases. —George L. Nardi, M.D. 
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Metastases to Lymph Nodes From Malignant Tumors 


of the Oral Cavity and Upper Respiratory Tract 
(Die Lymphknoten-Metastasen beim Krebs der Mund- 
hoehle und der oberen Luftwege). Deut. med. Wschr., 
1957, 82: 1263. 


THE AUTHOR states that the neck contains about a 
third of all the lymph nodes in the body. In general, 
the nodes closest to the primary lesion become in- 
volved first, however, there are many exceptions. For 
example, a malignant lesion in the tongue may metas- 
tasize directly to the supraclavicular lymph nodes. 
The pattern of metastasis may be greatly modified 
and changed by infection. 

Tumors of the lower lip metastasize rather slowly, 
and appear first in the submaxillary, mental, and 
submental lymph nodes. If the primary tumor is 
located in the outer two-thirds of the lip, the metas- 
tases most often are unilateral. Tumors of the middle 
third part of the lip often produce bilateral metastases. 

As a rule, cancers of the upper lip metastasize to 
the preauricular, postauricular, infraparotid, sub- 
maxillary, and submental lymph nodes. 

Malignant processes of the tongue and floor of the 
mouth metastasize early because of their motility and 
abundant lymphatic ducts. 

Primary tonsillar malignant lesions also metas- 
tasize early to the upper nodes of the deep cervical 
chain. 

Malignant lesions situated in the rest of the oral 
cavity are relatively benign. Malignant tumors located 
in the epipharynx and hypopharynx as a rule are very 
malignant and metastasize early. Tumors in the nose 
and paranasal sinuses metastasize late. Early or late 
metastasis from tumors of the larynx depends on the 
location of the tumor. If the tumor is located in the 
vocal cords, metastatic extension tends to be late, 
because of a poor lymph supply. Primary tumors 
occurring in other areas of the tongue generally metas- 
tasize early. 

The author says that both roentgen-ray therapy 
and surgical excision are used. The value of co-opera- 
tion between the roentgenologist and the ear, nose, 
and throat surgeon is stressed. Generally speaking, 
surgical treatment has given the best results. Points 
to consider when the type of treatment to use is being 
decided upon are: 

1, Roentgen-ray treatment should be the sole form 
of attack only in cases in which the general health of 
the patient is poor and when the grade of the malig- 
nant process is high. 

2. When the lymph nodes appear to be involved, 
the primary tumor and lymph nodes should be re- 
moved en bloc. Then, if the nodes are found to be 
involved at microscopic examination and if the grade 
of malignancy is high, roentgen-ray therapy also 
should be given. 

3. Ifno enlarged lymph nodes are found, the author 
favors the use of prophylactic roentgen-ray therapy, 
except when the primary lesion is located in the tongue, 
pharynx, hypopharynx or entrance to the larynx. For 

patients who have lesions in the four categories just 
named, prophylactic total removal of cervical lymph 
nodes should be done, at least on one side, and occa- 
sionally even on both sides of the neck. 
—O. Erik Hallberg, M.D. 
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One Thousand Cases of Tonsillectomy in a Prepay- 
ment Plan; Preoperative and Postoperative His- 
tory. HARDING soleus and W. B. Stiver. Canad. 
M. Ass. F., 1957, 77: 109. 


THE MATERIAL in this study came from the records of 
Physicians’ Services Incorporated, Toronto. In 1955, 
during a 6 month period, 4,281 tonsillectomies were 
performed, predominantly in children under the age 
of 10 years. A wide variation in the tonsillectomy rates 
in various geographic areas of Ontario was noted and 
led to the decision to make a detailed study of 1,000 
persons who had had their tonsils removed. Random 
sampling numbers were used to select the individuals. 
The study concerned the influence of the diseased 
tonsils on concomitant diseases for a year before the 
tonsillectomy and of this operation for a year later. 
The unit of measurement, which was used to indicate 
both the severity and the duration of disease, was the 
physician’s visit. Calls were classified by diagnostic 
categories. 

There was a marked, statistically highly significant 
postoperative reduction in the prevalence of acute 
throat disease in 706 patients. Fifty-two per cent of 68 
patients who had acute nasal conditions before opera- 
tion were benefited, although some of this benefit may 
have been due to causes other than the operation. Of 
342 patients with acute chest infections before the 
operation, 54 per cent appeared to derive benefit from 
the tonsillectomy. Before surgery 18 persons suffered 
from asthma or allergic rhinitis and the tonsillectomy 
had no appreciable effect on these conditions. In 135 
patients there was no history of any respiratory or 
throat disease for a year before the operation. After 
the operation, this group had much less disease than 
the rest of the 1,000 or than the 422 in the control 
group who had no surgery. It is concluded that they 
formed a healthy segment of the population and that 
the decision for the operation was probably based 
on the appearance of the tonsils and not on the prior 
history as well. 

Data were inconclusive as far as scarlet fever, ne- 
phritis, rheumatic fever, and acute muscular and joint 
pains were concerned. —Edwin 7. Pulaski, M.D. 


Direct Adenoidectomy. Paut GuGGcENHEIM. Arch. Oto- 
lar., Chic., 1957, 66: 26. 


THE AUTHOR analyzes the hearing improvement of 30 
patients that had adenotonsillectomies or adenoidec- 
tomies. This series is subdivided into three groups. 
Group I consists of 14 patients who had tonsillectomy 
and adenoidectomy for the first time. Group II is 
made up of 7 patients in whom the author performed a 
secondary (revision) adenoidectomy. In the first two 
groups the surgery was performed on children. Group 
III is made up of adults and adolescents, 9 in number, 
upon whom either primary or secondary surgery was 
performed. 

The author brings to our attention the fact that 
routine audiometric screening should be done on all 
candidates for tonsillectomy and adenoidectomy 
since audiometric defects may closely approach the 
critical 30 decibel level without bringing the child’s 
problem to the attention of the parents. The improve- 
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ment in hearing attained following tonsillectomy and 
adenoidectomy usually occurs within 1 to 3 months in 
the experience of the author. The use of dilatation of 
the tubal orifices with the olives of von Gyergyai is ad- 
vised in cases in which a conductive deafness is not im- 
proved following complete adenoidectomy. From the 
complete analysis of his results the author concludes 
that not only primary tonsillectomy and adenoidec- 
tomy but secondary adenoidectomy is capable of pro- 
ducing good results in cases in which primary surgery 
has failed to give satisfactory improvement. In this 
article the author analyzes each one of his cases in great 
detail in relation to the preoperative and postopera- 
tive hearing levels and has several audiograms showing 
the hearing improvement obtained in different cases. 
Of great interest are those in which he followed Good- 
hill’s suggestion of performing unilateral dilatation 
upon children with bilateral symmetric audiometric 
defects in order to compare the result with that of the 
undilated ear. —G. Obregon, M.D. 


NECK 


The Malignancy of Solitary Adenomas of the Thyroid 
(Ueber die Malignitaet der Solitaeradenome). K. 
Kemincer. Klin. Med., 1957, 12: 233. 


From 1945 to 1955, 15,700 thyroidectomies were per- 
formed at the Kaiser-Elizabeth Hospital, Vienna 
Austria. Of these, 1,290 were performed for solitary 
adenomas and 9,678 for multiple adenomas. The 
right lobe of the thyroid was more often involved with 
a solitary adenoma than the left lobe. Thirty-three 
(2.55 per cent) of the solitary adenomas and 122 
(1.26 per cent) of the multiple adenomas were malig- 
nant. The over-all rate of malignant adenomas in the 
patients who were operated upon was 1.75 per cent. 
Lahey and Harc found malignant growths in 10.04 
per cent of 1,371 patients with single nodules and in 
only 0.62 per cent of 1,782 patients with nodular 


goiters. Cole found a 24 per cent rate of malignant 
adenomas in single adenomas of the thyroid. The 
third and fifth decades made up the age group in 
which the solitary adenomas and malignant growths 
were most frequent. Nodular goiters increased in in- 
cidence with advancing age. 

The 33 malignant lesions were distributed as fol- 
lows: papillary adenocarcinoma (9), malignant ade- 
noma (5), Langhan’s struma (proliferating adenoma) 
(4), Hiirthle cell tumor (1), and “suspicious” ma- 
lignant lesions (14). The classification of tumors of 
the thyroid suggested by Albertini was used: 

A. Epithelial Tumors 

I. Benign (adenomas) 
. “Large follicle” adenoma (colloid adenoma) 
- “Small follicle” adenoma (fetal adenoma) 
. Trabeculated adenoma (embryonal ade- 
noma) 
. Tubular adenoma 
. Papillary adenoma 
. Large eosinophilic-celled adenoma (Hiirthle 
cell tumor)—a borderline malignant lesion. 
II. Malignant 
1. Metastasizing (malignant) adenoma 
2. Malignant papilloma (papillary adeno- 
carcinoma) 
3. True carcinoma 
a. proliferating adenoma of Langhans 
b. anaplastic carcinoma 
c. special forms (squamous cell carcinoma, 
sclerosing adenocarcinoma, etc.) 
B. Nonepithelial Tumors 
I. Benign 
II. Malignant-sarcomas, 
mas, etc. 

C. Teratomas 

Immediate surgery is suggested for all types of 
nodular goiters, whether they are single or multiple. 

C. Rosenberg, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Investigations Concerning the Functions of the Cortex 
of the Adrenal Glands in Patients Suffering from 
Head Injuries (Investigations sur les fonctions cortico- 
surrénaliennes chez les traumatisés craniens). P. WERT- 
HEIMER and J. Descortes. Sem. hép. Paris, Ann. chir., 
1957, 11: 603. 


ForTy-FOUR patients with head injuries have been 
followed up to investigate the possibility that the death 
of the patient was the direct result of the depletion of 
the adrenal cortex. The circulating eosinophile count 
and the ACTH test (Thorne) have been used in the 
investigation of the adrenal cortical insufficiency. 

The decline in the eosinophile count which oc- 
curred in each patient between the first and the third 
day, gave way to a rebound increase between the 
third and the ninth day, except in those patients who 
died (5 patients in the initial 5 days). On the tenth 
day a second phase is characterized by an inflection 
towards normal. Twenty-six patients had an eosino- 
phile count between 100 and 300. 

Forty-nine of the 72 Thorne tests were performed 
in the second phase. They gave the following results: 
(a) 31 tests were positive; (b) 7 tests gave questionable 
results—50 per cent +3 per cent decline—and hormo- 
nal replacement therapy in these cases was justified; 
and (c) 11 tests were definitely negative—5 of these 
had to be eliminated because of technical error. The 
remaining 6 represent 2 cases of severe head injuries 
with a prolonged hospital course; both patients re- 
covered without hormonal replacement therapy. 

Thirteen other patients had a secondary drop in the 
circulating eosinophile count which in 5 cases an- 
nounced a fatal termination; the remaining 8 cases 
had a good hospital course. 

The authors postulate: 

1. There is usually no adrenal insufficiency in cases 
of severe head trauma. 

2. The variations in the circulating eosinophile 
count after head trauma are analogous to those of the 
postoperative period, demonstrating the general non- 
specific reaction of the body to any kind of stress. 

Disregarding one still questionable case, there has 
been no evidence in the authors’ series of an adrenal 
cortical insufficiency, which theoretically would be 
possible in cases of severe traumatic injury and pro- 
longed coma. 

The circulating eosinophile count and the Thorne 
test should be used with other biochemical examina- 
tions in cases of severe head injuries. Precise rules can 
be formulated: 

1. The circulating eosinophiles should be counted 
daily for the first 8 days; after that, if the patient im- 
proves, counts should be made every other day. 

2. The elevation in the count should be investi- 
gated by performing the classical ACTH (Thorne) 
test. If this is negative, an additional dose of ACTH is 
given intravenously; and if this too confirms the 
adrenal cortical insufficiency, replacement therapy 
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with cortisone (under close supervision) is indicated. 
The authors find it advisable to use adrenocortical 

hormones for severely traumatized patients only if the 

above indications are met. —TZ. M. Vitols, M.D. 


Relief of Juvenile Involuntary Movement Disorders 
by Chemopallidectomy. Irvinc S. Cooper. 7. Am. 
M. Ass., 1957, 164: 1297. 


THE AUTHOR reviews briefly the history of the neuro- 
surgical treatment of involuntary movements ob- 
served in certain congenital and acquired extra- 
pyramidal disorders. In the course of his experience 
with 400 operations for the relief of the tremor and 
rigidity of Parkinsonism he observed that certain 
dystonic deformities of the hand or foot often dis- 
appeared after successful operations, and likewise that 
severe dystonic deformity of the neck was relieved by 
operation on the globus pallidus. Such observations 
led the author to investigate chemopallidectomy for 
the relief of extrapyramidal disorders of childhood. 

Thirty patients were so treated. Of these, 19 were 
classified as choreoathetotic cases. Eight patients were 
diagnosed as having dystonia musculorum deformans. 

Of the 30 patients who underwent chemopallidec- 
tomy 20 had beneficial results with either abolition or 
marked alleviation of the involuntary movement. 
There was one postoperative death and one case com- 
plicated by postoperative hemiplegia. In all of the 
cases it was found necessary to place the destructive 
chemical agent in the posterior half of the mesial por- 
tion of the globus pallidus and fasciculus lenticularis. 
Four case presentations are given. 

The first was that of a 19 year old man with post- 
traumatic choreoathetotic movements in hemiparetic 
extremities. He has been entirely free of his abnormal 
movements for 19 months following chemopallidec- 
tomy. 

The second case was that of a 16 year old boy who 
underwent bilateral chemopallidectomy in two stages 
for the relief of severe dystonic movements and fixed 
postures. Relief has been sustained for 18 months fol- 
lowing the first procedure. 

The third patient, a 12 year old girl with dystonic 
musculorum deformans, was treated by bilateral 
chemopallidectomy in one stage. Seventeen months 
postoperatively no involuntary movements are re- 
ported in any extremity. 

The fourth case, that of a 20 year old man, con- 
sisted of posttraumatic hemiballismus on the left side. 
The patient has remained free of abnormal move- 
ments from the time of his operation in October, 1956. 

In the cases in which abnormal movement was 
superimposed upon paretic extremities it was possible 
to relieve the atheototic manifestations, but the 
extremities remained affected by their hemiplegia or 
hemiparesis. The patients in this group have been 
followed up from 3 to 24 months and relief has en- 
dured in 66 per cent. 

It is possible to relieve the abnormal movements 
without sacrificing the motor or sensory function of 
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the involved extremities. The author indicates that it 
is impossible to verify, in the patients who have been 
benefited, exactly what structure or structures are 
being destroyed. He considers it likely that other 
structures may have been affected besides the globus 
pallidus. The most posteriorly placed lesions involve 
the globus pallidus and its connections to the lateral 
nucleus of the thalamus, but until careful anatomical 
studies are made of such cases it is assumed that the 
principal destructive effect of chemopallidectomy lies 
in the region of the mesial globus pallidus and that the 
latter contributes actively to the mechanism of each 
of the hyperkinetic manifestations mentioned. The 
globus itself does not determine the actual type of 
involuntary movement phenomenon; it functions as a 
nonspecific facilitatory influence. It is on this basis 
that destructive lesions have been placed in the globus 
pallidus to attempt relief of these various involuntary 
movements. —W. Eugene Stern, M.D. 


Surgical Treatment of Syringobulbia (Contributo al 
trattamento chirurgico della siringobulbia). FRAN- 
cEsco CasTELLANO and Antonio Stazio. Rass. inter- 
naz. Clin. ter., 1957, 37: 342. 


A PATIENT with syringobulbia who was treated by 
surgical drainage of the cystic cavity and followed up 
10 months postoperatively is described. 

The patient was a 22 year old student who had 
evidence of posterior column disease at the age of 7 
years. At 18 years of age, he noted weakness of the 
lower and upper extremities on the right side. His 
condition gradually deteriorated and at the time of 
admission he had many unusual neurologic findings. 
He was unable to stand. He could not use his right 
extremities, and had atrophy and contracture de- 
formities of the right upper extremity. There was hy- 
pesthesia in the right side of the face and torso and 
all four extremities. There was a jacket-type anesthesia 
extending from the clavicles to the umbilicus. Vibra- 
tion sense was absent in the upper and lower ex- 
tremities. The uvula deviated to the right, and there 
was a paralysis of the right vocal cord. A pneumogram 
was done via the lumbar route with failure to visual- 
ize the ventricle. A ventriculogram was done with 
pantopaque which revealed a small fourth ventricle 
that was displaced ventrally. 

A suboccipital craniectomy was performed and a 
cystic mass was identified immediately below the 
obex. This was aspirated and three cubic centimeters 
of cloudy colorless fluid were removed. The cavity 
was opened to the subarachnoid space. The immedi- 
ate postoperative course was uneventful with no 
change in the neurologic status. However, at re- 
examination 10 months after the operation, the pa- 
tient was able to walk without support although with 
spasticity and ataxia of the right extremities. The 
patient was able to flex and extend both upper ex- 
tremities at the shoulder, elbow, and wrist. The sensory 
disturbances in the area innervated by the right tri- 
geminus were unchanged. There was no deviation of 
the tongue, and the gag reflex was intact bilaterally. 

The authors recommend surgical drainage of 
these lesions. Roentgen therapy can also be used as 
an adjunct to reduce the gliosis that occurs in syringo- 
myelia. —Roland A. Manfredi, M.D. 


Multiple Intracranial Aneurysms (Les anévrismes 
intracraniens multiples). J. E. Pamias, J. Bonnat, 
J. — and R. SEDAN. Neurochirurgie, Par., 1956, 
2: 271. 


Tuis is another article emphasizing the possibility of 
multiple intracranial aneurysm. Apparently in the 
group of cases of aneurysm studied, 6 of 44 showed 
multiplicity. In 2 of these 6 there were multiple aneu- 
rysms on the same trunk, in 3 the lesions were bilat- 
eral, and in the sixth and last case an arteriovenous 
malformation was found in which the arterial feeding 
vessel harbored an aneurysm. 


There are 6 case reports supporting these observa- - 


tions and illustrative arteriograms. The bibliography 
is small, with three references. 

When aneurysms are multiple and there is a clinical 
picture of rupture, the main problem is to attack the 
aneurysm that has ruptured and not the decoy. 

— Adrien Ver Brugghen, M.D. 


Cysticercosis of the Brain. C. ArsEni and D. C. Samrtca, 
Brit. M. F., 1957, 2: 494. 


THE AUTHORS review a series of 65 cases of cysticerco- 
sis of the brain seen over the 20 year period from 
1935 to 1955 in Rumania. Infestation usually occurs 
after the age of 20. It is accompanied by a change in 
the mucous membrane of the alimentary tract and a 
diminution of gastric acidity. In 90 per cent of these 
cases the parasites were limited to the brain. The 
association of cerebral cysticercosis with other primary 
or metastic brain disease is recognized. The duration 
of symptoms may last from weeks to years. 

In one-third of the cases reported by the authors 
the onset was sudden; in two-thirds the course of the 
disease was intermittent. The clinical symptoms arise 
solely from the presence of the cysticerci within the 
nervous system. In the initial phase the symptoms in- 
clude early and intense signs of intracranial hyper- 
tension, epilepsy, and a pseudomeningeal reaction. In 
56 patients intracranial hypertension was present at 
the onset or during the course of the disease. In 26 pa- 
tients epileptic seizures were the first symptom, and 
developed subsequently in an additional 5 patients. 
In numerous cases epilepsy was the only symptom for 
long periods of time. Meningeal signs, when present, 
included fever and stiff neck; they were ascribed to 
toxins liberated by the cysticerci into the cerebro- 
spinal fluid. 

The authors survey the various locations in which 
the parasites may settle, and the multiple symptom 
complexes which these parasites may produce de- 
pend upon their anatomical location. When lesions 
are found within the ventricular system, the cysticerci 
float freely in the ventricular fluid and produce symp- 
toms of intraventricular tumors; the authors had 10 
such cases. There were 19 cases of basal cysticercosis; 
the authors also had 18 cases of diffuse generalized 
cysticercosis in which the course of the disease was 
rapid and hundreds of parasites were present. 

The clinical course of the disease may be intermit- 
tent with acute phases followed by long intervals of 
improvement during which both subjective and ob- 
jective symptoms are entirely in abeyance. In patients 
in whom the onset of symptoms is abrupt the progno- 
sis is bad. 
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The blood eosinophil count was above 3 per cent in 
19 cases. Eosinophilia may occur in the spinal fluid 
with lymphocytosis, a high albumin, and a colloidal- 
gold curve similar to that in syphilis. 

Serological tests may be positive while the brain is 
being invaded by the cysticerci or when they die, but 
these tests may be negative in the silent periods of the 
disease. Ophthalmoscopy and examination of the 
skin and muscles may also help reveal the presence of 
the cysticerci. However, the authors state that muscles 
were involved in only 4 per cent of the patients and in 
the subcutaneous tissues in another 4 per cent. 

Plain roentgenograms of the skull may reveal round 
discrete areas of calcification the size of a millet seed, 
distributed haphazardly or in lines. Radiography of 
the skeletal muscles may reveal calcified cysticerci 
which are elongated bodies resembling grains of rice. 
Plain roentgenograms revealed no abnormalities in 40 
cases, intracranial calcifications in 7, and signs of in- 
tracranial hypertension in 18. The roentgenographic 
appearance of air contrast studies is described. The 
presence of the sign of “‘Filipov” in the form of a “clear 
vesicle” may be diagnostic. 

The prognosis is poor for patients with generalized, 
basal, or ventricular cysticercosis. Cortical cysticerco- 
sis runs a more chronic course, and if there are only a 
few cysts, spontaneous remissions may occur, followed 
by relapse. In the case of cortical or ventricular forms, 
the parasites may be excised surgically. In general- 
ized or basal cysticercosis, extensive bilateral decom- 
pression should be performed to relieve the intra- 
cranial hypertension. 

The authors have operated upon 48 of their 65 pa- 
tients; in 20 of them, large decompressive craniot- 
omies were performed. Whenever possible, cysticerci 
were excised during the operation. The operations 
were well tolerated, complications were rare. Cerebral 
edema was relieved by massive dehydration and 
daily lumbar puncture. Of the 48 patients operated 
upon, 11 died at or within a short time of operation. 
There were no operative deaths among the 12 pa- 
tients with cortical cysticercosis. 

—W. Eugene Stern, M.D. 


The Craniopharyngiomas After the Age of 40; 
Anatomoclinical Study and Operative Results of 
18 Cases (Les craniopharyngiomes aprés 40 ans; 
étude anatomo-clinique et résultats opératoires; a 
propos de 18 observations). P. WERTHEIMER and M. 
Corrapt. Neurochirurgie, Par., 1957, 3: 3. 


Tue AUTHOR discusses 18 cases of craniopharyngioma 
in patients over 40 years of age (usual age is 28 years) 
on whom operation was done. The histology was veri- 
fied at the Neurosurgical Institute of Lyon (France). 
This tumor predominates in the male; it is an irregu- 
lar mass of a size between a cherry and a nut, limited 
by a strong capsule. In 80 per cent of these cases it was 
cystic, containing a greenish substance like motor oil 
which was almost always adherent to the surrounding 
tissue. It was situated above the sella turcica and was 
prechiasmatic, with extension often to the temporal 
and frontal lobes; however, more often it expanded 
to the hypothalamic area and to the floor of the third 
ventricle. Histological study of these 18 cases showed a 
degenerative evolution of some epithelial tissue (cylin- 
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dromatous form) or degeneration of the stroma (li- 
pomatous, crystalline, or calcareous forms). 

The author discusses 2 cases in which a typical 
craniopharyngioma was found on operation, without 
any evidence of malignancy; after a period of 2 to 3 
years subjective symptomatic symptoms demanded 
reoperation; in both cases the histological examina- 
tion showed an epithelioma. The author quotes Cush- 
ing who published a case of craniopharyngioma asso- 
ciated with an adenoma of the hypophysial gland in 
1932. The authors believed that when the first stage of 
the operation (excision of an adamantinoma) was 
performed in their 2 cases there was probably an 
adenoma already present, or the surgical intervention 
accelerated somewhat the progressive evolution of a 
dysembryoplastic tumoral process. In fact, these 
tumors usually evolve slowly, or they may progress to 
a sudden amaurosis in a few hours. On the contrary, 
in young adults and children, symptoms of intra- 
cranial hypertension appear only when the tumor ex- 
pands to the third ventricle. 

Cephalalgia is due to meningeal irritation; ophthal- 
mological signs and symptoms of hypophysial insuffi- 
ciency appear and are characterized by a diminution 
of vision and impotence, loss of libido, and amenor- 
rhea; these symptoms may be isolated or, more often, 
associated with others. Other patients present them- 
selves with episodes of depression accompanied by 
loss of weight, vomiting, and cephalalgia. The patients 
present disturbances of neurovegetative function, 
hypothalamic sleepiness, or an irresistible need to con- 
tinue yawning; sleepiness might be due to diminution 
of the basal metabolism (Peet). Their temperature 
oscillates between 38 and 39 degrees. Once the authors 
encountered symptoms of polydipsia and polyuria, 
but symptoms of hypothalamic disturbances, such as 
acrocyanosis, arterial hypotension and hypertension, 
disturbances of consciousness, and vasomotor dis- 
turbances, as described by Critchey and Ironside, 
were never observed by the authors. Symptoms of 
hypophysial dysfunction were observed mostly in 
geriatric and adult patients. These patients were 
somewhat obese with partial loss of hair and a pale, 
smooth skin; however, these symptoms may be over- 
looked because of age. Other patients presented a 
myxomatous or a typical syndrome of regressive in- 
fantilism. No patient presented concomitant symptoms 
of hypothyroidism or hyperthyroidism, as often en- 
countered in young patients. While the ophthalmo- 
scopic examination in children and young adults 
showed signs of intracranial hypertension, charac- 
terized by stasis edema or a poststasis optic atrophy, in 
patients over 40 years of age there was a primary 
atrophy of the optic nerve, more marked on one side 
or limited to the nasal area. There was a diminution 
of the visual acuity, a total bilateral hemianopsia, 
more pronounced on one or the other side, or limited 
to the superior or inferior quadrants; or there might 
be a total diminution of the visual field, more pro- 
nounced on the temporal side. One patient presented 
a temporal hemianoptic scotoma. 

The frequency of early optic nerve atrophy is due to 
the prechiasmatic localization of the craniopharyn- 
giomas and the subsequent compression of the optic 
nerve; the same topography explains the absence of 
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homonymous lateral hemianopsia in patients more 
than 40 years of age. Roentgenologically, when there 
is no calcification, the roentgenogram may simulate a 
chromophobe adenoma with a sella turcica somewhat 
distended; a glioma of the optic chiasma will show a 
sella turcica in the figure of omega, signs of intra- 
cranial hypertension with a fountainlike appearance 
of the sella turcica, or a sella turcica with increase of 
the anteroposterior diameter and alteration of the 
posterior clinoid processes; it might also simulate an 
epithelioma because of total destruction of the geo- 
metrical configuration of the sella turcica. The fre- 
quency of suprasellar calcification characteristic of 
these tumors varies according to various workers, but 
the calcification is seldom seen in patients more than 
40 years of age; roentgenologically it is punctiform or 
linear. The profile roentgenogram after an encephalo- 
gram shows the anteroinferior portion of the third 
ventricle to be displaced higher and posteriorly; the 
front view shows an upper displacement of the floor of 
this ventricle. 

The postoperative mortality was 27 per cent, the 
average age of the patients was 53 years of age, and 
the operation consisted of a partial exeresis of the 
tumor or paracentesis of the cystic cavity. Some 
autopsies performed on the patients showed death to 
be due to hemorrhagic softening of the gray nucleus 
of the cerebrum. Postoperatively, the patient’s tem- 
perature oscillated between 39 and 40 degrees for 3 to 
6 days; in 2 cases the authors noted the beginning of a 
diabetes insipidus. Preoperatively, each patient who 
was to be subjected to an intervention on the hypo- 
phyis was given 200 mgm. of cortisone each of the 2 
days preceding the operation. 

— Maurice Bakaleintk, M.D. 


Hypophysectomy in the Treatment of Malignant Dis- 
orders. Routr Lurt. 7. R. Coll. Surgeons Edinburgh, 
1957, 2: 256. 


Tue AUTHOR, from the Serafimerlasarettet, reviews 
the experience in his clinic of a 5 year period. The 
rationale of hypophysectomy is on the basis of the 
elimination of the endogenous secretion of sex hor- 
mones through the elimination of the gonadotrophic 
and adrenocorticotrophic factors. Hypophysectomy 
may also remove the secretion of other hormones 
which may be connected with malignant growths in 
man. It is suggested that in addition to sex hormones, 
the maintenance of the growth of hormone-dependent 
cancer may depend upon hypophysial hormones. Evi- 
dence in support of this is reviewed, and it is concluded 
that hormone-dependent cancer of the breast and 
prostate can be offered the most effective hormonal 
deterrent to advancement by complete hypophysec- 
tomy. 

Hypophysectomy is carried out through conven- 
tional craniotomy and the region of the sella turcica is 
emptied and swabbed with Zenker’s solution to de- 
vitalize any remaining fragments. Postoperatively, the 
patient receives cortisone and thyroxin, the latter being 
withheld until after a study of thyroid function. 
Polyuria is seen in most patients within 24 hours, but 
it disappears within a matter of months. It has been 
found that the most reliable tests of functionally com- 
plete hypophysectomy are the radioactive iodine tests 


of thyroid function. When the uptake of radioactive 
iodine approaches zero and the plasma content of pro- 
tein-bound radioactive iodine is low, all of the tests 
will indicate a functionally complete hypophysectomy. 

In approximately 50 per cent of the patients sub- 
mitted to hypophysectomy the tests for thyroid activity 
have indicated some persistent function, but at the 
same time remissions have been observed in patients 
who were incompletely hypophysectomized as judged 
by tests of thyroid function, and later underwent serial 
sectioning of the sella turcica. A total of 75 patients 
were submitted to hypophysectomy. Fifty-two women 
with metastatic cancer of the breast who had not been 
subjected to adrenalectomy were studied. Forty-one 
of these could be evaluated; 22 experienced remission 
of the disease process and 19 gave no response. There 
were 3 operative deaths in this group and 2 patients 
died postoperatively, which indicated an approxi- 
mately 10 per cent operative mortality. In the patients 
with carcinoma of the breast in whom a remission took 
place the average duration for the latter was 17 months. 
Two trends were noted among them, namely, that in 
the postmenopausal woman the chances of beneficial 
effect progressively diminished after the menopause, 
and in women over 60 years of age there was less 
likely to be a response to hyophysectomy than in the 
younger group. 

Among 10 patients with carcinoma of the prostate 
so treated 3 died after the operation, and 5 of the re- 
maining 7 experienced remission. 

The author summarizes the experience of other 
workers in the field, indicating that of 197 women 
with carcinoma of the female breast who were not 
adrenalectomized and could be evaluated, 110 ex- 
perienced remissions. In a second group of patients 
having previously been adrenalectomized and oopho- 
rectomized 11 were evaluated and 5 of these were 
found to have had remissions. 

The author considers that those who respond earlier 
to other forms of endocrine treatment will most prob- 
ably also respond to hypophysectomy, but that failure 
to respond to previous endocrine therapy does not 
necessarily presage a poor response, only that a smaller 
percentage will realize remission. 

Postoperative studies revealed the following infor- 
mation: (1) urinary excretion of estrogens can be 
eliminated with the possible exception of a few micro- 
grams of estriol; (2) the excretion of androsterone can 
be eliminated; (3) thyroid function, as measured by 
radioactive iodine, can be eliminated; (4) the adrenal 
medulla, on the contrary, retains its ability to produce 
epinephrine following hypophysectomy. 

The relationship of the hypophysis to fluid balance 
is revealed by the fact that patients undergoing 
hypophysectomy presumably are able to produce 
pitressin as they are able to excrete concentrated urine 
with a specific gravity higher than that corresponding 
to the osmolarity of the plasma. On the other hand, 
the intravenous administration of hypertonic saline 
solution to the hypophysectomized individual fails to 
produce an antidiuresis such as is observed in the 
healthy individual. It would appear that removal of 
the hypophysis in man interrupts the relationship be- 
tween osmoreception and the release of pitressin. 

—W. Eugene Stern, M.D. 
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Compression Syndrome of the Right Optic Nerve; 
Operative Finding of an Aneurysm of the Ophthal- 
mic Artery Treated by the Trapping Method 
(Syndrome de compression du nerf optique droit; 
découverte opératoire d’un anévrisme de [lartére 
ophtalmique, traitement par la méthode du ‘“Trap- 

ing”). D. L. Guittaumat, and J. 
OUGERIE. Neurochirurgie, Par., 1957, 3: 22. 


THE AUTHOR presents a rare case of compression 
of the optic nerve due to a global aneurysm of the 
ophthalmic artery. The aneurysm was located 2 
mm. from the origin of the artery and extended to 
1 cm. inside the optic canal. The trunk of the internal 
carotid artery presented signs of atheroma which 
could have been the etiologic factor of the aneurysm, 
instead of a vascular anomaly of the carotid artery; 
this vessel seemed to be entirely normal during the 
operation. 

The patient was a 50 year old male with rapidly 
progressive diminution of visual acuity, which led to 
total blindness in 3 days. There was evidence of 
compression of the right optic nerve. 

Arteriography was not performed because of 
calcification at the bifurcation of the main carotid 
arterial trunk. Surgical exploration showed an 
aneurysm of the right ophthalmic artery. The 
aneurysm was localized and the trunk of the internal 
carotid artery was intact. After section of the right 
optic nerve and opening of the optic canal, the 
whole aneurysm was exposed up to the point where 
the ophthalmic artery reached a normal size. The 
operative anatomical configuration showed that the 
“trapping” method of treating the aneurysm was 
indicated (silk ligature above and clip below). 

The postoperative course was uneventful; no lesion 
of the left eye was visible. The electroencephalogram 
could be considered as normal. In order to avoid 
postoperative arterial thrombosis at the level of the 
sclerosed internal carotid artery the patient was 
given an intravenous perfusion of novocain-papav- 
erine after the operation. The unusual localization 
of the aneurysm on the ophthalmic artery compressed 
the optic nerve upward and outward; in aneurysm 
of the carotid artery the nerve is compressed inward 
from the outside; this may sometimes simulate a 
meningioma of the optic canal. 

— Maurice Bakaleink, M.D. 


SPINAL CORD AND ITS COVERINGS 


Neoplastic Disease of the Spinal Extradural Space; 
a Review of 50 Cases. JoHn Mutuan and Josepn P. 
Evans. Arch. Surg., 1957, 74: 900. 


THE AUTHORS present 50 cases of extradural tumor of 
the spinal cord. Good results were attained in 32 per 
cent; 26 per cent were moderately improved; in 14 
per cent the result was worth while; and 28 per cent 
were failures. The causes of failure were malignancy, 
damage to the cord before treatment, and errors of 
judgment and of technique. The best results were ob- 
tained in the simpler radiosensitive tumors, the next 
most favorable in the reticular tumors, and the least 
favorable in metastatic neoplasms. 

Myelography was suggested by the authors in each 
case of spinal extradural tumor. They utilized the 
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Fic. 1. (Petit-Dutaillis). A, Operative view. One 
may see the posterior pole of the aneurysm half hidden by 
an atrophied optic nerve. B, the optic nerve was severed 
at the level of the optic chiasma and retracted. C, visual- 
ization of the aneurysm after trepanation of the optic ca- 
nal; ligature of the neck of the artery and clipping below. 


myelographic findings to aid in a decision as to 
whether radiotherapy or direct surgical attack should 
be the treatment of choice. In cases in which the 
histologic composition is unknown, radiotherapy may 
be given under close neurological observation if 
myelographic block is incomplete. If the pathological 
condition is known and the tumor is radiosensitive, 
radiotherapy is given, provided that pressure on the 
cord is minimal. In all cases in which compression is 
present and the tumor is insensitive to x-rays, or in 
those in which the diagnosis is unknown, or even in 
cases of radiosensitive tumors when there are marked 
neurological signs, urgent decompression and post- 
operative irradiation are indicated. In the presence of 
involvement of the spinal cord, the need for operation 
is urgent and time must not be wasted in prolonged 
investigation of a suspected primary lesion. 

Concerning the treatment of complete paraplegia, 
the authors point to one good result following surgery, 
the patient had been paraplegic for two months. On 
the other hand, they obtained no good results as a 
result of secondary operations. 

The authors conclude with a convincing statistical 
analysis which establishes the need for early diagnosis 
and treatment of these difficult tumors. 

— Joseph Ransohoff, M.D. 
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SYMPATHETIC NERVES 
Causalgia. J. C. Owens. Am. Surgeon, 1957, 23: 636. 


ALTHOUGH there is no completely satisfactory theory 
as to the cause of causalgia, it is recognized as an over- 
active sympathetic nervous system response to injury 
of an extremity. The injury may be either accidental, 
surgical, infectious, vascular, or an injury to a nerve. 
The author has reviewed a series of 50 cases of causal- 
gia in which he has deleted completely those definitely 
due to nerve injury. His cases are comprised largely 
of those of traumatic or circulatory origin. Only 6 
cases were found to follow infections. The most 
pertinent and prominent symptom is a burning super- 
ficial type of pain. This pain is definitely differentiated 
from deep pain which is believed to be more fre- 
quently caused by a more direct involvement of the 
nerve or an injury to the bone. Although the pain may 
occur immediately after the lesion, it may be delayed 
for weeks. The pain is referred to the distal portion of 
the extremity. Hyperesthesia is the next most promi- 
nent complaint, usually in a nonlocalized manner, 
but at times it may seem to follow a nerve pattern. 
This hyperesthesia is frequently set off by very mini- 
mal irritations such as the weight of bed sheets or the 
presence of drafts. Increased sweating of the involved 
extremity may be very marked. It is pointed out that 
frequently patients who have this syndrome have a 
history of hyperactive sympathetic nervous system 
responses to other previous disturbances. 

The best response is obtained when treatment is 
started early. The first step in therapy is intra-arterial 
injection of one of the vasodilators, preferably pris- 
coline, 10 mgm., or hydergine, .3 mgm. Thirty-eight 
of the patients received either complete or temporary 
relief by this method. Thus, the diagnosis was verified 
in those that obtained temporary relief. Oral pris- 
coline, 50 mgm. 3 times daily, gave complete relief 
within 1 week in only 3 patients. If the aforementioned 
medication did not give sufficient relief then sym- 
pathetic blocks were performed with procaine. In 
these patients, at least temporary relief was obtained 


each time and 3 patients received permanent relief. 
Finally, a sympathectomy may be necessary. For the 
lower extremity the usual procedure was excision of 
the ganglion from the level of the second lumbar to the 
fourth lumbar vertebra; however, in some patients 
only temporary relief was obtained, and it was neces- 
sary then to extend the sympathectomy up to the level 
of the eleventh thoracic vertebra. Rehabilitation and 
physiotherapy are often combined with the more 
active medicinal or surgical approaches. 
_— Jack I. Woolf, M.D. 


MISCELLANEOUS 


Interpretation and Interest of Laségue’s Sign in 
Sciatica from Discal Herniations with Lateral 
Antalgic Attitudes (Interprétation et intérét du signe 
de Laségue dans les sciatiques par hernie discale avec 
attitude antalgigue latérale). S. pe Sze and J. 
WELFLING. Sem. hép. Paris, 1957, 33: 1013. 


THIs ARTICLE is a continuation of the excellent study 
on the herniated nucleus pulposus reported by de 
Séze in the past several years. In this report particular 
attention is paid to the sign of Laségue in relationship 
to the attitudes assumed by the patient with a herni- 
ated nucleus pulposus. Whether straight leg raising is 
painful on the side of the herniation or the contra- 
lateral side would seem to depend upon the movement 
of the root as influenced by the location of the hernia- 
tion, i.e., high or low, lateral or medial, and by the 
presence or absence of scoliosis. 

The authors have studied 113 cases of sciatica due 
to disc protrusion and they note, in summary, that a 
crossed Laségue maneuver is often negative in those 
patients having a crossed antalgic posture (pelvic 
tilt and muscle spasm contralateral to side of the 
sciatica) but is frequently positive in those having a 
direct antalgic posture (pelvic tilt and muscle spasm 
on the same side as the sciatica). Excellent diagrams 
showing the assumed movement of the root in rela- 
tionship to the discal herniation are to be found in 
this paper. —WNicholas Wetzel, M.D. 
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CHEST WALL AND BREAST 


The Etiology and Pathogenesis of Funnel Chest, 
Pigeon Breast, and Related Deformities of the 
Anterior Chest Wall. CHartes W. Lester. 7. Thorac. 
Surg., 1957, 34: 1. 

Derormitigs of the anterior chest wall of congenital 
or developmental origin fall into three groups, two of 
which seem to be exact opposites and the third to be a 
heterogenic group of cases which have character- 
istics of both. In the first group are the depression 
deformities or funnel chests (pectus excavatum). In 
the second group are the protrusion deformities in- 
cluding pigeon breasts (pectus carinatum) and various 
other deformities characterized by protrusion. The 
third group consists of cases which have physical 
characteristics of both. 

Funnel chest is a funnel-shaped or conical depres- 
sion of the anterior chest wall in which the sternum 
and attached costal cartilages curve backward, the 
xiphoid is at the apex of the funnel, and the distance 
between xiphoid and vertebral column is abnormally 
short. These deformities may be symmetrical or asym- 
metrical; and they may be present at birth or develop 
later as the child grows, particularly during the rapid 
growth associated with puberty. 

The protrusion type of deformity may be in the 
midline and involve the sternum or it may be lateral 
to the sternum and correspond to the costochondral 
junctions, or in the costal arch. In the midline de- 
formities the sternum may arch forward producing 
the shape of a pigeon breast; or it may protrude in an 
oblique fashion with the xiphoid the most prominent 
part. When the protrusion is lateral to the sternum it 
involves the costochondral rib junctions or the costal 
arch, which then flares. The flaring costal arch does 
not necessarily appear on the same side as the lateral 
deformity and may be on both sides. Protrusion de- 
formities may be present at birth but usually do not 
appear until the child grows, often not until adoles- 
cence. The deformity then progresses with growth. 

Between the depression and the protrusion de- 
formities there is an indefinite group which seems to 
combine the characteristics of both. The lower end of 
the sternum may be retracted while the upper portion 
may protrude. There may be an asymmetrical funnel 
chest with the more prominent side protruding like a 
lateral protrusion deformity. Occasionally a pro- 
trusion in early childhood or infancy may end up as 
a funnel chest after puberty. The group is, therefore, 
aheterogenic mixture but the dominant features of 
each case tend to place it in one of the two main 
groups. Heredity is mentioned as an etiologic factor 
in funnel chest by nearly every writer on the subject. 
Both types of deformity can appear in the same family. 
In the author’s series there are numerous instances 
in which one sibling has a funnel chest and another a 
Pigeon breast; or in which a parent, an uncle, or an 
aunt has a pigeon breast and the patient a funnel chest 
or vice versa. The hereditary factor, therefore, seems 
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to apply to deformities of the anterior chest wall in 
general and not specifically to funnel chest or pigeon 
breast. 

In the author’s group of cases, observation indicates 
decidedly that a short central tendon of the diaphragm 
is the major factor in causing funnel chest, but over- 
growth of the ribs also may be a factor. Unequal 
growth of the ribs, as in the lateral protrusion de- 
formities, can explain the asymmetrical funnel chest 
deformities. A short central tendon is present as in the 
symmetrical deformities but the ribs grow more on 
one side than on the other and the depression becomes 
deeper on the side where the ribs are shorter. 

If a short central tendon of the diaphragm is the 
dominant factor, funnel chest develops. If dispropor- 
tionate overgrowth of the ribs is the dominant factor. 
one of the types of protrusion deformity will result. 
When both factors are present in the same individual 
the dominant deformity will be modified. 

—Earl O. Latimer, M.D. 


An Evaluation of the Etiological Factors of Lymph- 
edema Following Radical Mastectomy; an Analysis 
of 1,007 Cases. NonMAN TREVES. Cancer, Phila., 1957, 
10: 444, 


THE PROBLEM of the swollen arm that may follow 
radical mastectomy is of much more than academic 
interest. Certainly to the individual with such a 
complication it is of primary—and often solitary— 
concern. Aside from the physical disfigurement and 
the chronic and acute pain, the psychic insult may be 
most difficult to compensate and may constitute a 
problem that is as insoluble as the physical one. The 
author’s primary purpose is to present evidence con- 
cerning factors of possible causative significance as 
disclosed by an analysis of patients with post-mastec- 
tomy swollen arms who were seen at the Memorial 
Hospital in New York City between 1939 and 1943. 

It appears that lymphedema following radical 
mastectomy cannot be attributed to any solitary fac- 
tor, but that a combination of several factors may 
operate in a given case. Probably the most frequent 
cause is interference with the return of lymph because 
of ablation of the deep lymphatics with the nodes of 
the axilla. Interference may be caused by the axillary 
dissection directly or by cicatrization following in- 
fection or by fibrosis following roentgen-ray therapy. 
Angulation of the vein, interfering with both venous 
return and return of lymph from the vessels in the 
wall of the vein, and reflex spasm of the axillary vein 
must likewise be assessed as bearing directly on the 
problem. 

Certain other factors—roentgen-ray therapy, in- 
fection, presence or absence of axillary metastases, 
wound healing, and obesity—have been analyzed as 
they occurred in a total group of 1,007 patients at 
Memorial Hospital between 1939 and 1943. Of this 
number, 848 were operated upon, the remainder 
being treated by roentgen rays because of inopera- 
bility. Of the 768 patients who were classified as 
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having primary operable disease, 319 with swollen 
arms were analyzed. This study led to the following 
observations. 

1. In this series, the swollen arm occurred in about 
41 per cent of the patients with primary operable 
breast cancer. 

2. Roentgenotherapy, especially preoperative, ap- 


peared to be associated with the incidence of the swol- - 


len arm in patients operated upon, but not in those 
who were not operated upon. Since this form of treat- 
ment is used mostly in cases of marked axillary in- 
volvement, the advanced stage of disease may partially 
explain the association. 

3. Obesity appeared to be a predisposing factor. 
This was particularly apparent in that increasing 
degrees of obesity were associated with larger per- 
centages of patients with swollen arms. 

4. The extent of axillary involvement alone did 
not account for the occurrence of lymphedema. 

5. Postoperative infection and delayed healing 
alone were not associated with an increased incidence 
of the swollen arm. 

The incidence of lymphedema can be diminished 
by preventing postoperative infection, a complica- 
tion produced by several factors, such as interference 
with drainage and development of necrotic skin 
edges. The use of preoperative radiation should be 
discontinued and postoperative radiation should be 
judiciously employed in doses that minimize the com- 
plications attendant upon its use. Possibly the obese 
patient should be convinced to diet. Routine post- 
operative stellate-ganglion block might reduce the 
hazard of spasm of the blood vessel. The care of the 
arm and hand on the operated side should be an 
important part of the follow-up care. Patients should 
be instructed to avoid injury to the arm and chest 
wall and should have prompt care for minor traumas 
and infections. —Harold L. Method, M.D. 


Staphylococcal Infections in an Obstetric Unit; Epi- 

emiologic Studies of Puerperal Mastitis. DonaLp 

N. WysHaAmM, Marre E. Mutuern, Georce C. Na- 

VARRE, GERALD D. and Others. WV. England 
M., 1957, 257: 304. 


Previous coNncEPTs of the pathogenesis of puerperal 
mastitis assumed that staphylococci gained access to 
the mother’s lactiferous ducts and breast tissue through 
fissures in the nipple. This study demonstrates the 
importance of the infant as a source of puerperal 
mastitis. 

This study was initiated on February 6, 1956 and 
included 117 mothers delivered of live infants in a 
large general hospital in Seattle, Washington, during 
a 2 months’ period. Cultures of the mothers’ external 
nares were made on admission, and for the next 5 
days cultures were made from the nose, breast, and 
hands of each mother; this was repeated at clinic 
visits 2 and 6 weeks after discharge. Nose, throat, and 
skin cultures were obtained from each infant during 
the first 5 days of life and 2 and 6 weeks after discharge. 

In 9 mothers there was definite evidence of mastitis 
or breast abscess which averaged 20.4 days after 
delivery. In 7 of the 9 mothers a coagulase-positive 
staphylococcus which was resistant to penicillin, strep- 
tomycin, and tetracycline was cultured from the ab- 


scess material or breast milk. This was the same type 
of bacteria that produced an epidemic of skin in- 
fections in the hospital nursery during this study. 
None of the 9 mothers were carrying this strain of 
bacteria at the time of entrance to the hospital. All 
of their infants were found to be colonized with this 
strain of Staphylococcus before it was isolated from 
any of the mothers, and 8 of the infants had clinical 
staphylococcal infections before the onset of the 
breast infections in the mothers. All 9 of these mothers 
fed their infants by breast. It appears that the infants 
were the source of the staphylococcal infections in 
the breasts of their mothers. 

Additional data from 11 mothers who did not 
develop breast infections revealed that staphylococci of 
identical strains were isolated from infants and the 
breast milk of the mothers. 

None of the 67 mothers who did not feed their 
infants by breast developed breast infections, although 
34 of their infants were found to have staphylococci 
of the epidemic strain. None of the 19 mothers whose 
infants were breast fed and colonized by nonepidemic 
staphylococci developed breast infections. Thirty nine 
per cent (9 of 23) of the mothers who breast fed 
infants colonized by the epidemic strain of staphylo- 
cocci developed breast infections. 

No fissured nipples were seen in this study. With 
regard to the method of entrance, it is postulated 
that the sucking of the infant creates a negative pres- 
sure within the lactiferous ducts and sinuses of the 
breast, which draws the bacteria into the breast. 
To study this theory, cultures were taken from the 
throats of 13 infants and on the same days from the 
contents of their formula bottles before and after 
feeding. Cultures of the formula before feeding yielded 
no bacterial growth. After 9 of the infants with positive 
throat cultures were fed, the epidemic type of bac- 
teria was isolated in 7 of the formulas. No staphylo- 
cocci were found in the formula of the 4 infants with 
negative throat cultures. Thus, it seems that bacteria 
from the throats of infants can pass through the 
orifices of a rubber nipple and contaminate the con- 
tents of the bottle. In a similar manner it is postulated 
that the bacteria may be introduced into the lactiferous 
ducts of a mother during breast feeding. 

—James M. Brooks, M.D. 


Carcinoma of the Male Breast; a Study of 30 Cases. 
M. V. Sirsat. Ind. 7. Surg., 1957, 19: 83. 


THE AUTHOR presents a clinical and pathological 
study of 30 cases of carcinoma of the male breast re- 
corded in the laboratories of the Tata Memorial Hos- 
pital, Bombay, from 1941 to 1955. During this 14 year 
period there were 1,596 cases of carcinoma of the 
female breast. Carcinomas of the male breast formed 
1.8 per cent of the total number of carcinomas of the 
breast. The youngest patient in the series was 35 years 
old and the oldest 80 years. All of the 30 patients were 
Indians. About 35 per cent applied for treatment 
within 6 months of the time they first noticed a lump 
in the breast. 

Ulceration of the nipple was the principal symp- 
tom in more than 50 per cent of the cases. was 
often accompanied by either a mass in the breast or 
retraction of the nipple. Involvement of the axillary 
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lymph nodes occurred clinically in 20 cases; however, 
in 8 out of 13 specimens histologic examination of the 
lymph nodes showed metastases. The right breast was 
involved 15 times, and the left breast in 14 cases. 
Bilateral involvement was present in 1 case.’ Gyne- 
comastia preceded carcinoma in only 1 case. There 
was little difference in the pathologic description of 
carcinoma of the male and of the female breast. 
—FEarl O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Severe Thoracic Trauma with Tracheob hial In- 
jury as the Result of an Equestrian Accident; Car- 
diac Arrest During Bronchography (Schweres Thor- 
axtrauma mit Trachea-und Bronchusverletzung als 
Folge eines Reitunfalles. Zugleich ein Fall erfol- 
greich behandelten Herzstillstandes bein Broncho- 
S. Bicuert and R. Kocu. Thoraxchirurgie, 
1957, 5: 21. 


A casE is presented of an unusual injury to the chest 
and tracheobronchial system resulting in a disturb- 
ance of ventilation including cardiac arrest during 
attempted bronchographic studies. 

This 44 year old patient was thrown from a horse 
and the animal then fell upon the back of the patient, 
causing thoracic injury. The patient was seen about 
an hour after the accident, at which time there was ex- 
treme dyspnea with a remarkable subcutaneous em- 
physema over the anterior chest, neck, and face. The 
eyelids could not be opened more than a millimeter. 
The pulse was fuil and strong while the heart beat was 
about 120 per minute. Under the impression that 
there was bilateral tension pneumothorax, needles 
were introduced into each thoracic cavity and con- 
tinuous suction was begun. The patient was subjec- 
tively improved. 

The first x-ray films revealed fractures from the 
second to the fifth ribs on the right side, and from the 
first to the seventh ribs on the left. Shortly afterward 
it became obvious that the left pleural cavity con- 
tained considerable blood and 2,000 milliliters were 
removed by suction. No improvement could be noted 
in the tension pneumothorax and subsequent x-ray 
films revealed that there was air in the retroperitoneal 
space. Fixation of the sternum because of apparent 
paradoxical movement of the chest during respiration 
was performed with good mechanical result. During 
the next 24 to 36 hours the patient’s condition re- 
mained approximately the same; as long as the suc- 
tion was continued his respiration was fairly stable, 
but he could tolerate interruption of the suction for 
only 5 to 7 minutes. On the morning of the seventh 
day there was a sudden extreme dyspnea which was 
relieved by a new drainage tube into the left chest 
inserted because of apparent recurrence of severe 
tension pneumothorax. 

It was decided to perform tracheal bronchography 
because of suspected injury to the trachea or the 
bronchus. It was during this procedure that the car- 
diac arrest occurred. The chest was opened and car- 

lac massage begun between 3 and 4 minutes after 
discovery of the cardiac arrest. After approximately 7 
minutes there was recovery of spontaneous rhythm 
and inspection of the trachea and bronchus was be- 
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gun. A laceration was discovered about 5 millimeters 
long in the left main stem bronchus just below the 
carina. The injury was repaired and at the time of 
closure of the chest the patient’s general condition was 
good as far as blood pressure, cardiac rate, and respi- 
rations were concerned. The patient, however, re- 
mained in a deep coma, described as practically a 
vegetative situation, for the first 4 days. Beginning on 
the fifth day sensorium gradually began to return 
without apparent sequelae. Some 2 weeks after the 
injury, normal cerebral function had returned and 
the patient eventually made a complete recovery from 
the primary thoracic injury. 
— Walter L. Byers, M.D. 


Congenital Segmental Emphysema of the Lung. 
ALFRED BRECKLER. 7. Thorac. Surg., 1957, 34: 177. 


THERE APPEARS to be general agreement that most 
instances of localized obstructive emphysema are due 
to an obstruction of a lobar bronchus. Segmental 
emphysema due to obstruction, without inflamma- 
tion, is almost impossible to produce because of the 
rich segmental cross circulation of air. The author 
presents 2 cases which may support the embryologic 
concept that pulmonary parenchyma is derived from 
fetal mesoderm. In 1 case segmental emphysema oc- 
curred in a new-born infant without evidence of 
bronchial obstruction and in the presence of cross 
aeration. He suggests that these abnormalities are 
congenital and best explained by the concept that the 
lung is derived from two sources, mesoderm and 
endoderm. —Harold L. Method, M.D. 


Prolonged Antibiotic Treatment of Severe Bronchi- 
ectasis. A Report by the Medical Research Council. 
Brit. M. F., 1957, 2: 255. 


Tue EFFECT of prolonged antibiotic treatment was 
studied in a series of 122 patients with severe bron- 
chiectasis characterized by abundant purulent sputum 
and with disease in at least two lung segments as 
demonstrated by bronchograms. Roughly one-third of 
the group was assigned at random to penicillin treat- 
ment and another third to oxytetracycline treatment; 
the last third received lactose as controls. The patients 
were given 2 grams of the drug on 2 days of the week, 
or a total of 4 grams a week. The treatment was con- 
tinued for one year. Weekly and then monthly follow- 
up was carried out with a careful evaluation of the 
amount of sputum, cough, hemoptysis, dyspnea, and 
general disability measured in episodes of fever, days 
confined to bed, and days off from work. Acute 
episodes were treated at the discretion of the physician 
and postural drainage was given to all patients in the 
usual manner. 

One hundred and twelve patients completed the 
year of observation. All groups showed reduction in 
the volume of sputum during the year with, however, 
a more rapid and also a greater reduction in the oxy- 
tetracycline group, to about half of the pretreatment 
level as compared to 70 per cent of the original level 
in the other two groups. The severity of cough, the 
degree of dyspnea, and the number of episodes of 
hemoptysis declined some in both groups under anti- 
biotics, but only slightly in the lactose control group. 
The oxytetracycline group had a somewhat better 
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record in reduction of disability than the penicillin 
group, and the latter group in turn had a somewhat 
better reduction than the lactose control group. There 
were no serious toxic effects in any of the groups. The 
committee concluded that although, in general, oxy- 
tetracycline was beneficial and more effective than 
penicillin by mouth, the quite limited effect of long 
term therapy did not justify its widespread use in most 
patients with bronchiectasis. This, of course, does not 
negate the value of antibiotics in acute episodes. 
—H. C. Grillo, M.D. 


Intrabronchial Leiomyoma (Intrabronchiales Leiom- 
yom). JAR. ProcHAzKA, ANT. FINGERLAND, and FRANT. 
Myp.uit. Thoraxchirurgie, 1957, 5:17. 


In 1,000 cases involving resection of the lung carcin- 
oma was suspected in 172. In 29, intrabronchial 
tumors were found. Of these 29 cases, one proved to 
be a leiomyoma. 

A 27 year old patient first became ill in July, 1953 
and for the next 2 weeks he received no treatment. 
Shortly afterward he developed a temperature and 
was admitted to the hospital. The administration of 
streptomycin was begun because of the roentgen- 
ologic appearance of a round shadow extending out 
from the hilum of the left lung which apparently in- 
volved the upper lobe. Sputum studies were negative. 
Material aspirated at bronchoscopy revealed mixed 
bacterial flora and Aspergillus. It was thought at the 
time that there was a likelihood of a yeast infection, 
but, the roentgenologic findings remained the same. 
There was no evidence of spread of the suspected 
aspergillar infection. Approximately 1 year later a 
second bronchoscopy revealed a hard rosaceous tumor 
in the left upper bronchus about 2 centimeters be- 
yond the carina. A section was taken and reported as 
probable leiomyoma with considerable edema, sub- 
mucous thickening, and some evidence of metaplasia 
in the epidermoid epithelium and considerable vacu- 
olization of the cells. At this time the sputum was 
negative for tuberculosis and there was still evidence 
of a mixed bacterial flora but no Aspergillus. Opera- 
tion was performed through a left thoracotomy ap- 
proximately 3 months later and the tumor removed. 
The patient made an uneventful recovery. 

Pathologic examination of the gross specimen re- 
vealed that the shiny elastic tumor mass, which 
measured about 3 x 4 cm., compressed the bronchus 
and penetrated through to the medial periphery of 
the lung. The distal lung was markedly emphysema- 
tous. Histologically the tumor was similar to a 
leiomyoma. 

The authors’ case is the fourth which has been 
reported in the literature. — Walter L. Byers, M.D. 


Coexistent Pulmonary Tuberculosis and Malignancy. 
ALBERT JACKSON, PAULINE E. GARBER, and GEORGE 
W. Post. Dis. Chest, 1957, 32: 189. 


THE AUTHORS present 4 cases of coexistent pulmonary 
tuberculosis and a malignant condition and mention 
the differential diagnostic features which would 
arouse suspicion when one is dealing with two lesions 
instead of one. The authors mention the many 
theories which have been advanced to explain the 
etiology of the coexistence of the two conditions from 


that of Rokitansky who in 1852 stated that both dis. 
eases are definitely antagonistic and that, therefore, 
it is rare for them to occur together in the same pa- 
tient; to the more recent one of Woodruff who noted 
crystals of cholesterol in many old tuberculous foci 
which could have potential carcinogenic properties, 
A more recent thought is that saccular bronchiectasis 
may permit the accumulation of tars from smoking 
which could be a factor in the causation of. broncho- 
genic carcinoma in those cases in which bronchiectasis 
exists together with pulmonary tuberculosis. The 
statistics for bronchogenic carcinoma developing 
secondarily in a patient who has had pulmonary t- 
berculosis were found to vary from .75 per cent to 1.5 
per cent. Figures for pulmonary tuberculosis develop. 
ing secondarily in a patient with bronchogenic car- 
cinoma are found to vary from 3.8 per cent to 8.6 
per cent. 

Hodgkin’s disease was found in .3 per cent of the 
patients who had tuberculosis. This figure is not 
significantly higher than the general incidence of 
Hodgkin’s granuloma. As for tuberculosis developing 
in a pre-existing Hodgkin’s disease, the incidence is 
high. According to one author the incidence is 20 per 
cent. The explanation for this high incidence could be 
the fact that the diminished resistance of the patient 
with Hodgkin’s disease would allow tuberculosis to 
develop. 

The diagnosis of these coexisting conditions is diffi- 
cult. Many symptoms and signs (cough, expectora- 
tion, bloody sputum, pain, loss of weight, low grade 
temperature, x-ray findings, secondary anemia, and 
cachexia) are common in both diseases. However, if 
one is aware of the possibility of coexistence of these 
two diseases, certain’ symptoms and signs should 
arouse attention. Bloody sputum, rather than copious 
hemoptysis, and severe persistent dull boring pain, 
often after cough, are more suggestive of broncho- 
genic carcinoma. Also, paroxysm of extreme dyspnea 
out of proportion to the existing x-ray findings, change 
in character of sputum, or a previously positive 
sputum that becomes negative in spite of progression 
of x-ray findings, are more indicative of a malignant 
condition of the lung. Cavities which are thick-walled 
and have a ragged lining tend to favor bronchogenic 
carcinoma. Paralysis of hemidiaphragm, retraction of 
ribs on the affected side, and hypertrophic pulmonary 
osteoarthropathy are also more suggestive of a malig- 
nant condition. Awareness of these signs will arouse 
the examiner’s suspicion and instigate further diag- 
nostic procedures such as cytologic study, biopsy, 
and bronchoscopy. 

While the recognition of pulmonary tuberculosis 
plus a coexistent malignant condition was of purely 
academic interest in the past, it is now of practical 
importance because we have a better chance to cure 
pulmonary tuberculosis and in some cases also to 
treat, at least, the malignant condition. It is, there- 
fore, important to make an exact diagnosis or diag- 
noses. In the cases presented by the authors there 
were 2 of bronchogenic carcinoma coexisting with 
pulmonary tuberculosis and 2 of Hodgkin’s disease 
coexisting with pulmonary tuberculosis. In each case 
the first disease was tuberculosis and subsequently the 
patient developed the malignant condition. 
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The authors state that the coexistence of a malig- 
nant condition and pulmonary tuberculosis is prob- 
ably on the increase and, therefore, its recognition is of 
importance. —Donald M. Clough, M.D. 


HEART AND PERICARDIUM 


Cardiac Stab Wounds. Cuamp Lyons and REx PERKINS. 
Am. Surgeon, 1957, 23: 507. 


FouRTEEN additional cases of cardiac stab wounds 
treated by thoracotomy, with two deaths, are re- 
ported. Four of the patients presented a problem of 
exsanguination and 10 primarily a problem of tam- 
ponade. There was a discrepancy noted in some pa- 
tients between the amount of blood obtained by peri- 
cardial tap and the actual presence of tamponade, 
due to clotted blood. In several of the cases, there 
was continued active hemorrhage. There are several 
considerations favoring treatment by thoracotomy: 

1. The low mortality of the nonoperative series 
in itself indicates a selection of patients, since the 
more seriously injured individuals usually undergo 
surgery and in any case have the worst prognosis. 

2. It is desirable to have accurate information 
about the extent of the injury; the external wound 
often gives unreliable information and additional or- 

may be injured. 

3. Although the symptoms of tamponade are the 
same regardless of the location of the cardiac injury, 
there may be considerable difference in the outcome 
depending on the location of the wound. 

4. The outcome may depend upon the relative 
sizes of myocardial and pericardial holes with possi- 
bilities varying from tamponade to exsanguination. 
Venous pressure elevation is not always a good early 
indication of the extent of failure. The type of wound- 
ing instrument may also make considerable difference 
in the extent of the cardiac injury. 

5. There is some evidence that a clot which persists 
may lead to pericarditis, effusion, and constriction. 
Delayed bleeding and recurrent hemopericardium 
have also been reported. For those reasons, the mor- 
bidity may be lowered by early thoracotomy. 

6. Pericardial tap is not without some risk apart 
from the fact that it is sometimes ineffective. 

7. Prompt and skillful thoracotomy may well entail 
less risk in the critically ill patient than a period of 
observation. —Hermes C. Grillo, M.D. 


Catheterizations of the Cavities of the Left Side of the 
Heart and the Aorta (Le cathétérisme des cavités 
gauches du coeur et de laorte). P. Soutté, J. Car- 
F. Jory, J. Forman, M. and A. 
Peroz. Presse méd., 1957, 65: 1369. 


Tae auTHoRs describe their results in 65 cases of direct 
measurement of the left atrial pressure. They em- 
ployed the transparietal route in 34 and the trans- 
bronchial in 31. Eighteen of these patients had aortic 
lesions and 44 had mitral lesions. The remaining three 
had different types of pathologic conditions which 
were not mentioned. When the transparietal method 
was used, they failed to enter the left auricle in 4 in- 
stances, and failed in 7 instances by the transbronchial 
method. Of the 30 cases in which the left atrium was 
entered by the transparietal method, in only 2 were 
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the authors unable to pass the catheter into the left 
ventricle. Of the 28 cases in which the left ventricle 
was reached, the aorta was catheterized in 8. Employ- 
ing the transbronchial route, they were able to enter 
the left ventricle in 14 out of 24 cases and the aorta 
only once. 

Technical errors occurred in 2 cases with the trans- 
parietal method; the left ventricle was punctured in 1 
and a branch of the pulmonary artery in another. 
Hemoptysis was noted in 1 case. There were 3 in- 
stances of electrocardiographic arrhythmia occurring 
during the procedure and fever lasting a few days 
occurred in 20 cases. Pleural complications occurred 
in 5, arrhythmias persisted in 1, and thoracic pain 
was noted in 8 cases. The authors noted what ap- 
peared to be rheumatic exacerbation twice. With the 
transbronchial method, fever occurred in 15 cases. 
The authors concluded that whereas the transbron- 
chial method has fewer complications, it is more un- 
comfortable for the patient. Also, in their experience, 
it is more difficult to thread the catheter into the aorta 
when this method is used and they are going to reserve 
it for mitral lesions. The transparietal method pro- 
duces pleural complications, and pain when the needle 
passes through the pericardium, but makes catheter- 
ization of the aorta easier. 

—Howard D. Sirak, M.D. 


Primary Cardiac Tumors; Surgical Treatment. Ross 
RosBeErRTSON. Am. 7. Surg., 1957, 94: 183. 


CarDIAC TuMoRS may be classified as arising from the 
pericardium, myocardium, or endocardium. The cor- 
rect diagnosis can often be made preoperatively if 
cardiac tumors are suspected. Since the first successful 
surgical excision of a cardiac tumor by Beck in 1942, 
many attempts to excise cardiac tumors have met with 
a number of successes. 

Tumors of pericardial origin may cause symptoms 
similar to those of constrictive pericarditis with ob- 
struction of the vena cava. The appearance on 
roentgenograms is often that of an enlarged globular 
heart suggestive of pericardial effusion. Aspiration of 
bloody fluid from the pericardium is highly suggestive 
of an intrapericardial tumor. Four cases of pericardial 
tumors treated surgically are reported. In the first 
case, that of a 2 year old child, a dumbbell-shaped 
teratoma was removed from between an enlarged 
right atrium and the right ventricle. The blood supply 
for this tumor came from the right coronary artery, 
and interference with this vessel resulted in fatal car- 
diac arrest. In the second case, that of a 34 year old 
woman with signs of pericardial effusion, tumor 
nodules were found to be scattered throughout the 
visceral and parietal pericardium at the time of opera- 
tion. The most likely diagnosis was cylindroma. A 
large window was left in the pericardium for drainage, 
and the patient survived 5 years before succumbing to 
local extension of the tumor. The third patient was a 47 
year old woman. At operation a mesothelial sarcoma 
was found to surround and infiltrate the great vessels. 
Again the pericardium was drained through a large 
window, but the patient died less than a month later. 
The fourth patient, a 10 year old child, recovered 
after the successful removal of a 9 by 6 by 5 cm. 
lymphangioma. The tumor mass was attached to the 
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pericardial sac, the right atrium, right ventricle, 
superior vena cava, and the aorta. The experience 
gained in the first case was helpful in separating this 
tumor from the right coronary artery. 

Tumors which arise within the myocardium result 
in cardiac failure without obvious cause and death 
usually occurs in infancy. Rhabdomyoma is reported 
to be the most common tumor of the myocardium, but 
it has not been encountered by the authors. 

Endocardial tumors are of special interest as their 
removal is now possible with the aid of hypothermia or 
the heart-lung apparatus. One-half of the primary 
cardiac tumors are myxomas, and three-quarters of 
all myxomas occur in the left atrium. In most in- 
stances myxomas arise from a pedicle at the fossa 
ovalis. Myxomas of the left atrium give a clinical 
picture similar to that of mitral stenosis. However, 
there is no history of rheumatic fever, and changes in 
position may cause the diastolic murmur to disappear 
and, in some cases, even bring about acute circulatory 
disturbances. Tumor emboli frequently are seen in 
association with myxomas of the left atrium. 

A myxoma of the left atrium was found in a 38 year 
old woman, it was discovered in the course of an 
operation for mitral stenosis. The mitral valve was 
normal, but a tumor the size of a ping-pong ball was 
attached to the auricular septum just above the aorta 
cusp of the mitral valve. Eleven months later, under 
hypothermia of 30 degrees C., a second operation was 
performed. The tumor was removed under direct 
vision through an incision in the wall of the left atrium. 
During the 4 minutes of inflow occlusion a transfusion 
of oxygenated blood was given through the left in- 
ternal mammary artery and the aorta was clamped 
distal to the left subclavian artery. Although the pa- 
tient had a stormy postoperative course, she recovered. 
Microscopic examination of the tumor in this case 
showed a material which, when stained with colloidal 
iron, gave a positive reaction for acid mucopolysac- 
charides. Examination of thrombi from human beings 
and animals in various stages of organization failed to 
give this reaction. The authors believe that this is a 
valuable method of distinguishing between myxomas 
and organizing atrial thrombi. 

—George R. Holswade, M.D. 


Elective Cardiac Arrest with Potassium Citrate 
During Open-Heart Operations; Report of 37 
Cases. WiLLEM J. Kotrr, DoNnAtp B. Laur- 
ENCE K. Groves, and Patrick P. Moraca. 7. Am. M. 
Ass., 1957, 164: 1653. 


PRESENTLY nearly all open-heart operations at the 
Cleveland Clinic are performed during cardiac ar- 
rest. An almost bloodless operative field and complete 
temporary arrest were obtained by the use of potas- 
sium citrate in 37 patients undergoing open-heart 
surgery. The largest group consisted of 18 children 
with a congenital interventricular septal defect. 

The heart-lung machine, consisting of a pump and 
an oxygenator, was connected so as to remove blood 
from the venae cavae, oxygenate it, and return it 
to the aorta. The aorta was occluded 2 or 3 cm. 
above the heart and a mixture of 2 ml. of 25 per cent 
potassium citrate solution with 18 ml. of blood was 
injected into the aorta proximal to the point of oc- 


clusion. The potassium citrate solution was injected 
until the heart stopped. If 20 ml. were not enough, 
more was injected. 

It was found that under these conditions the human 
heart could resume its normal action after periods 
of arrest as long as 40 minutes. The flaccidity of the 
heart facilitated extensive repairs, but distortions and 
tensions that were produced when large defects were 
closed sometimes resulted in tears elsewhere after the 
spontaneous beat was restored. The potassium citrate 
itself did not seem to introduce any new dangers, 

Of the 13 patients who died, 3 had transposition of 
the great vessels and one had a single ventricle, 
Twenty-four patients recovered. All of the 9 patients 
with the tetralogy of Fallot were in the group who 
recovered. —W. Foster Montgomery, M.D, 


Disability 2 to 5 Years After Mitral Commissurotomy; 
an Evaluation by Clinical Criteria and Exercise 
Tolerance. Gorpon A. Locan, Rosert A. Bruce, 
Gorpon G. Bercy, and K. Atvin MERENDINO. Ann, 
Int. M., 1957, 47: 248. 


MITRAL COMMISSUROTOMY advocated for the relief of 
disabling mitral stenosis in selected patients affects 
only one of the pathologic factors responsible for the 
cardiac disability, and to objectively evaluate the 
benefits derived from surgery a series of 60 patients 
was studied over a period of 2 to 5 years following 
surgery. The mortality and disability were reported. 
Observations are also reported on 11 patients with 
contraindications to operation and on 3 patients 
who refused surgery. The operative mortality varied 
from 11 to 29 per cent with various surgeons and 
selections of patients. The total mortality for the 
patients operated on to date is 15 per cent. The 
incidence of improvement varied with different criteria 
of disability. Of 51 survivors 34, or 67 per cent, ex- 
hibited improvement sustained to the time of their 
last evaluation. 

Adverse factors of prognostic value present in initial 
clinical evaluation and determined in retrospect in- 
clude: age over 44 years, definite murmur of mitral 
insufficiency, left atrial enlargement and _ valvular 
calcification on fluoroscopy, and inability of the pa- 
tient to walk more than 4 minutes on a standardized 
exercise test. Palpation of a definite jet of mitral 
regurgitation was the most important surgical ob- 
servation of adverse prognostic value. 

The authors conclude that mitral commissurotomy 
had favorably altered the natural history of disability 
in the majority of the patients and the improvement 
was usually sustained. The features increasing the 
operative mortality were those relating to severe 
disability and associated mitral insufficiency. The 
prognosis in the survivors was affected more by ad- 
verse factors associated with valvular pathology than 
by severity of the initial disability. 

—W. Foster Montgomery, M.D. 


Coarctation of Aorta Presenting as Cardiac Failure in 
Early Infancy. J. J. Kempton and Davin J. WATERS 
Ton. Brit. M. 7., 1957, 2: 442. 


THE AUTHORS present a study of 4 patients, 3 of whom 
were treated successfully for coarctation of the aorta 
which presented with the signs and symptoms of 
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cardiac failure in early infancy. Early recognition of 
the condition is essential if these children are to be 
saved. The death of many of these babies is attributed 
to bronchopneumonia, the real cause of their illness 
being unrecognized. The essential early symptoms— 
breathlessness on sucking and subsequent choking 
attacks as the respiratory rate rises—are very likely 
to be disregarded and an experienced doctor or nurse 
may regard the picture as that of a mechanical feeding 
difficulty unless the feeding is watched with the chest 
exposed. The essential physical sign is enlargement of 
the liver and palpation of the liver edge at this age, 
even when there is considerable enlargement, is of the 
same order of difficulty as palpation of the tumor of 
pyloric stenosis and requires the same technique and 
patience. There may be no edema, no cyanosis, and 
no chest signs. No murmur may be audible in the 
early weeks. Inhalation of milk and gastric contents 
together with early pulmonary edema may lead 
quickly to a picture of respiratory distress with dis- 
tended chest, subcostal indrawing, and downward 
displacement of the edge of the liver, in which the 
cardiac origin of the illness may be very easily over- 
looked. Once the basic diagnosis of cardiac failure 
has been made, the diagnosis of coarctation will de- 
pend on observation of limb pulses and blood pres- 
sure measurements. The latter, whether by auscul- 
tation for which a number of small-sized cuffs are 
needed, or by the flush method, needs time and a 
degree of practiced skill, and there is considerable 
personal error. Many classifications of coarctation of 
the aorta exist but considering the almost infinite 
possibilities of abnormality in development from the 
twelve embryonic arches, it is perhaps best not to 
attempt any exact classification. Only within the last 
10 years has coarctation associated with cardiac 
failure in infancy been successfully treated. 

Though no classification of cases of coarctation is 
really satisfactory a certain therapeutic grouping ap- 
pears reasonable. First, there are cases in which there 
is gross abnormality of the arch often with other 
anomalies, sometimes with very extensive endocardial 
fibroelastosis, and in which the deformity is such as to 
be incompatible with survival. These patients are 
likely to die within the first few hours or days. A 
second group comprises those who have early and 
severe cardiac failure which proves difficult to control 
and who will need surgery as soon as possible if they 
are to survive. Thirdly, there are those whose symp- 
toms are less severe and more easily managed, and 
who have a tendency to marked spontaneous im- 

vement after the first few months. Some of the 
tter might well be kept under supervision and op- 
erated upon later when the general improvement has 
occurred and all signs of failure have disappeared. 
Finally, there is a fourth group of cases in which the 
early symptoms are slight or absent and which are 
unlikely to be recognized in infancy. Retrospective 
inquiry into feeding difficulties, choking attacks, and 
breathlessness in the infancy of adults found to have 
coarctation would be of doubtful value and, so far as 
the authors are aware, has never been undertaken. 
Until recent years coarctation in infancy was not 
thought to be important; if it was of the infantile type, 
death was inevitable, and if of the adult type, no 
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symptoms would occur. This report and the reports of 

other workers would appear to show the importance 

of diagnosing coarctation of the aorta in infants. 
—Lloyd D. MacLean, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Total Esophagoplasty Using Right Colon. Wit1am 
L. Watson and Eucene E. Currton. Cancer, Phila., 
1957, 10: 488. 

THE AUTHORS discuss the various methods of replacing 

a resected esophagus, noting the disadvantages of 

many procedures. They also discuss the method of 

using the right colon which they have utilized in 7 of 
their cases. 

The authors state that the mortality and morbidity 
after resection of the thoracic esophagus with esopha- 
gogastrostomy remains high. They state that the cure 
rate of this method is low and such complications as 
esophagitis and stricture are common. In many of 
these cases the gastric pouch in the chest causes dis- 
tress and frequently disease is left in the esophagus it- 
self after incomplete resection. 

The authors describe a method of resecting the 
esophagus as well as performing an esophagostomy in 
the neck and a gastrostomy for feeding, which has 
many advantages to recommend it. It permits a more 
adequate excisional operation because worries about 
reanastomosis do not affect the surgeon. The prepara- 
tion of skin tubes, previously used to repair the esopha- 
geal defect, is a long and tedious procedure fraught 
with difficulties and complications. The replacement 
of the esophagus by a length of jejunum placed either 
subcutaneously or in a substernal tunnel has been suc- 
cessful in the hands of some but it is also a tedious 
operation and necrosis of a portion of the transplant 
may occur. In addition, the dumping syndrome to 
some degree is probably common and ulceration is 
common if an esophagojejunogastrostomy is per- 
formed. 

The operation of esophagocologastrostomy has been 
done since 1911 and many successful operations have 
been reported. In these operations, however, the 
colon was used as an anterothoracic replacement. The 
authors suggest that it be placed in a retrosternal 
tunnel. 

The technique for performing the operation is de- 
scribed in detail. The esophagostomy should be made 
relatively high in the neck, but if adequate resection 
permits, there should be a loop that is long enough to 
reach to the top of the sternum when the reconstruc- 
tion is done. This leaves an area of relatively normal 
structure for the second procedure. The right side of 
the neck seems to give the most room. The gastros- 
tomy should be done high in the stomach and well to 
the left, in order to facilitate the second procedure by 
leaving plenty of room for an uncontaminated in- 
cision, and so that the cologastrostomy can be made 
well up on the stomach away from the pylorus. In the 
second stage operation the abdomen is entered by a 
long midline incision from the xiphoid to the umbilicus 
and the cecum and right colon are mobilized. The 
ileocolic and right-colic arteries are clamped for a 
period of fifteen minutes with bulldog clamps in order 
to ascertain the adequacy of the blood supply. If this 
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is sufficient the right-colic and ileocolic vessels are 
divided near their origin and the ileum is divided. An 
appendectomy is performed. 

The substernal tunnel is then prepared. The re- 
trosternal space is entered from above by a collar in- 
cision in the neck and from below by incising the 
sternal origin of the diaphragm at the xiphoid, and the 
tunnel is then made by blunt dissection, largely with 
the finger and hand or with gauze dissectors. When 
the tunnel is adequate, a catheter is passed downward 
through it, the ileal sutures are fixed to it, and the 
terminal ileum and colon are drawn up into the neck. 
Care is taken to prevent twisting of the blood supply 
and tearing of the mesenteric vessels by too great 
stretching. The esophageal stump is then mobilized 
and the ends are freshened. If sufficient length is 
available, the ileum is removed and an esophagocecos- 
tomy is performed. If length is lacking and the ileum 
appears viable, an esophagoileostomy is used. In most 
of the authors’ cases the ileum was viable and was 
used. The transverse colon is then divided at a con- 
venient position for the cologastrostomy, preserving 
all the middle-colic branches. An end-to-side colo- 
gastrostomy is performed as high on the stomach as 
possible and on the anterior surface. An ileotransverse 
colostomy is then performed to restore continuity of 
the bowel, with an end-to-end anastomosis. 

Six of the cases reported on were treated by a two- 
stage operation: stage 1, a Torek esophagectomy, and 
stage 2, the reconstruction as outlined. There were 
many complications and there was one operative 
death. One patient was treated by simultaneous resec- 
tion and reconstruction. All patients developed a cervi- 
cal fistula at the site of the esophageal anastomosis. 
Three of them closed spontaneously in from 10 to 30 
days. One patient developed an infection at the anas- 
tomosis and a fistula from the carotid artery which 
was not recognized, and he died suddenly of severe 
hemorrhage. One patient developed a diverticulum 
at the site of an anastomosis which proceeded to the 
formation of a fistula that continued to drain until it 
was closed surgically. Four of the 7 patients developed 
prolonged gastric atony that caused difficulty even 
with gastrostomy feedings. In all cases the gastric ob- 
struction or atony had cleared within a month after 
the colon-replacement operation. A clinically impor- 
tant degree of dumping has not been seen in these 
patients. One case developed gangrene of the intra- 
thoracic colon the cause of which was not definitel 
established. The possibilities entertained were: (1) 
thrombosis of the middle-colic artery; (2) damage to 
the artery at the second exploration for pylorospasm 
and atony of the stomach; (3) infection of a viable 
but poorly nourished colon secondary to perforation 
in the free pleural cavity and empyema; or (4) ob- 
struction and gangrene of a loop caught in the pleural 
cavity with a narrow opening in the mediastinal 
pleura. 

The authors conclude that the end results, despite 
many minor difficulties with fistulas, wound infec- 
tions, and overdistention of the colon, have been 
satisfactory. Three of their patients are alive and with- 
out evidence of recurrent disease more than a year 
after their esophagectomy. All are eating well and are 
free of the dumping syndrome. 


Function of the intrathoracic colon has been evalu- 
ated by fluoroscopy, roentgenograms, and cine. 
roentgenoscopy. There does not seem to be definite 
peristalsis present in some cases; instead the barium 
meal makes its way to the stomach by a cascade-like 
process, passing from one pouch of the colon to the 
next, by spilling out. The colon tube seems to be less 
distended as time goes on. There have been no eyi- 
dences of ulceration at the cologastric anastomosis as 
have been found with ileogastrostomies. 

—Donald M. Clough, M.D. 


Results of Surgical Treatment of Carcinoma of the 
Esophagus (Die oe ao der chirurgischen Be. 
handlung des Oesophaguscarcinoms), Komer Naka- 
_ and Fuminori YANAGIsAWA. Chirurg, 1957, 28: 

41. 


IN COMPARING STATISTICS concerning the surgical treat- 
ment of carcinoma of the esophagus, the authors found 
that their own surgical mortality rates are very far 
below those reported by other outstanding surgeons in 
this field. Thus, in a series of 739 cases encountered up 
to 1956, their mortality rate was 4.7 per cent as com- 
pared with 14.7 to 31.4 per cent reported by other 
surgeons. 

They attribute this fact to the surgical methods 
which they have developed, namely, (hy the frequent 
use of antethoracic anastomoses in cancers of the 
upper and midthoracic esophagus, and (2) the utiliza- 
tion of the mediastinal serosa for the anastomosis in 
the thoracic cavity, i.e., fixation of the stomach with 
sutures to the serosa of the mediastinum to avoid ten- 
sion on the anastomosis. Of 69 cases reported in the 
world literature, as surviving operation 5 years or 
more, 19 were reported by the present writers. For 2 
year survivals the authors reported 104 as compared 
with 59 and 27, respectively, as has been reported 
by others. 

The 739 esophageal carcinomas operated upon by 
the authors in the past 10 years included 213 of the 
upper and middle thoracic esophagus, in which an 
antethoracic anastomosis was performed in 180 cases, 
a right intrathoracic anastomosis in 30 cases, and an 
anastomosis in the cervical region in 3 cases. In 526 
cases of carcinoma of the lower esophagus or cardia, a 
left intrathoracic esophagogastrostomy was performed 
in 108 cases, a left intrathoracic esophagojejunostomy 
in 51 cases, an intra-abdominal esophagogastrostomy 
in 70 cases, and an intra-abdominal esophagojejunos- 
tomy in 297 cases. The antethoracic esophagogastros- 
tomy was the routine operation for cancers of the 
upper or middle thoracic esophagus. Intrathoracic 
esophagogastrostomy or esophagojejunostomy through 
the left thoracic cavity was usually performed in 
cancers of the lower esophagus or cardial region. Car- 
cinoma of the upper esophagus is rare, but the inci- 
dence of carcinoma in the lower and cardial esopha- 
gus increases. The operative mortality in carcinoma 
of the upper and middle esophagus was only 9 per 
cent in the authors’ series as compared with 24.1 
to 38.4 per cent reported by other leading surgeons. 
The mortality rate for carcinoma of the lower esopha- 
gus and cardial region in the present series was only 
2.9 per cent as compared with 9.0 to 24.7 per cent re- 
ported by other leading surgeons. 


the 
lizi 
reg 
lat 
wa 
site 
sut 
fre: 
the 
net 
dig 
au 
the 
of 
tor 
the 
an 
thi 
sut 
op 
tro 
yee 
cer 
cas 
rec 
tio 
eso 
str 
foll 
€80 
; 
an 
4 che 
of 
ch 
ant 
ap 
of 
es0 
the 
i §0) 
| 
tor 
cur 
4 Cos 
up 
bil 
the 
F nu 
car 
int 
Jur 
: 
sea 
tec 
; ma 
dot 
the 
the 


The difficulties associated with an approach through 
the left thorax in cases of cancer located in the cardial 
region are enumerated, including difficulties in mobi- 
lizing the tumor, insufficiency of the sutures in the 
region of the anastomosis, and postoperative strangu- 
lation ileus. One death following such an operation 
was attributed to adhesion of the small intestine to the 
site of suture in the diaphragm, and the incidence of 
sutures uniting the esophagus and stomach is too 
frequent. 

An advantage of the authors’ present technique is 
the excellent exposure attained through the simulta- 
neous thoracoabdominal incision. In reuniting the 
digestive tract following resection of the tumor, the 
authors always place a few sutures fixing the serosa of 
the mediastinum or diaphragm to the posterior serosa 
of the stomach or small intestinal segment to be anas- 
tomosed, as well as seroserosal sutures for fixation of 
the serosa of the mediastinum or diaphragm to the 
anterior wall of the stomach or small intestine. With 
this technique, the incidence of insufficiency of the 
sutures at the site of the anastomosis as well as the 
operative mortality have been considerably reduced. 
A comparison of results obtained show esophagogas- 
trostomy to be superior to esophagojejunostomy, (5 
year survivals of 33 per cent as compared to 14 per 
cent) partly because the latter operation is indicated in 
cases so far advanced that total gastrectomy will be 
required, or in cases in which the malignant infiltra- 
tion of the lesser curvature has spread to the lower 
esophagus. —The importance of early diagnosis is 
stressed. Anemia of moderate degree was observed 
following esophagojejunostomy, but not following 
esophagogastrostomy. 

Detailed outlines are included of the techniques of 
antethoracic esophagogastrostomy through the right 
chest, of subtotal removal of the thoracic esophagus, 
of intrathoracic esophagogastrostomy in the right 
chest, as employed for early carcinoma of the thoracic 
esophagus without involvement of the upper levels 
and with few or no abdominal metastases, and of the 
approach through the left thorax, including resection 
of the lower thoracic esophagus with intrathoracic 
esophagogastrostomy in the left thorax, resection of 
the lower esophagus, total gastrectomy, and esopha- 
gojejunostomy by interpolation of a loop of small in- 
testine into the left chest cavity. 

The technique of antethoracic esophagogastros- 
tomy through the right chest is described in detail. A 
curved incision is made in the fourth or fifth inter- 
costal space and extended over the costal arch to the 
upper midline of the abdomen to the level of the um- 
bilicus. The anterior serratus muscle is divided, as well as 
the costal arch, near the ensiform process of the ster- 
num with cautious removal of about 2 cm. of the 
cartilage with a forceps. The pleura is opened and the 
intercostal vessels are ligated, if necessary, and the right 
lung is slightly compressed and displaced medially to 
expose the tumor. If its removal appears possible, a 
search is made for metastases, and the most suitable 
technique for operation selected. The phrenic nerve 

may be crushed, if indicated, and the azygos vein is 
doubly ligated and divided. The mediastinal pleura is 
then opened throughout its entire length along the 
thoracic esophagus. Mobilization of the esophagus is 
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then begun immediately below the tumor. In dissect- 
ing the esophagus from its mediastinal bed, the eso- 
phageal arteries from the ascending aorta are ligated 
and divided. Both vagus nerves are liberated by sharp 
dissection under local anesthesia. The esophagus and 
adjoining lymph nodes are then exposed to the stump 
of the tumor, with careful avoidance of injury to the 
pleural cavity. The esophageal branches of the bron- 
chial arteries are ligated and divided. Following mo- 
bilization, the esophagus is divided below the tumor 
and dabbed with iodine. The chest is then closed with 
three strong pericostal sutures and the aid of a rib ap- 
proximator, and the muscle layers, fascia, and skin 
are sutured in the usual manner. A polyethylene 
catheter (insuring less danger of blood coagulation) 
is introduced into the pleural cavity and attached to a 
water flask before the pleural cavity is closed. 

The table is adjusted for abdominal surgery, the 
stomach is then mobilized, and the vessels of the 
greater curvature are ligated and divided. The gastro- 
epiploic artery and the vasa brevia near the spleen are 
likewise ligated and divided. The right gastroepiploic 
artery must be preserved. The left gastric artery is 
doubly ligated and divided close to its origin, and the 
lesser curvature of the stomach is mobilized. Preserva- 
tion of the right gastric artery is important in main- 
taining vascularization of the lesser curvature. Fol- 
lowing complete mobilization of the stomach to the 
pylorus, the preaortal, paraesophageal, and other 
lymph nodes are removed. The peritoneal folds be- 
tween the diaphragm and esophagus are divided and 
the previously divided thoracic esophagus is moved 
out of the mediastinum through the hiatus into the 
abdomen. The stomach is then carefully tested and 
divided in the cardial region with the Nakayama 
gastric clamp. After the stomach is clamped off with 
Lambert sutures, an opening is made in its upper part 
for later anastomosis with the esophagus. 

For displacement of the upper esophagus in the 
cervical region, a longitudinal incision of 4 to 5 cm. 
is made parallel with the anterior margin of the left 
sternocleidomastoid muscle. The sternohyoid muscle 
is divided transversely and the left lobe of the thyroid 
is displaced medially. The esophagus is then dissected 
out of its bed and drawn into the cervical section with 
the aid of a ligature previously placed about the 
divided esophagus. Finally, the antethoracic anasto- 
mosis is completed. A subcutaneous tunnel is formed 
on the left anterior thoracic wall by blunt dissection 
between the abdominal and cervical wound. Dissec- 
tion close beneath the skin involves very little hemor- 
rhage. The stomach is then drawn upward with a long, 
so-called “tunnel clamp,” through the abdominal 
opening of the tunnel up to the vicinity of the lower 
end of the esophagus. Following the insertion of a 
posterior row of sutures, the esophagogastrostomy in 
the cervical wound is completed with two rows of 
sutures on the posterior and anterior sides. The ab- 
dominal wound is then closed as usual. 

In spite of the great advances in esophageal surgery 
following the introduction of intubation narcosis and 
better understanding of thoracic physiology, much 
work is still needed to reduce the surgical mortality. 
The importance of early diagnosis and early opera- 
tion should be emphasized. —Edith S. Moore 
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Mediastinal Tumors; an Analysis of 141 Cases. THom- 
as G. Netson, LAWRENCE M. SHEFTs, and WARNER F. 
Bowers. Dis. Chest, 1957, 32: 123. 

ONE HUNDRED AND FORTY-ONE MEDIASTINAL ENLARGE- 
MENTS were collected over a 12 year period, principally 
from military sources. There were 125 primary medi- 
astinal tumors, of these 29 being lymphomas, 25 
neurogenic tumors, 13 bronchogenic cysts, and 12 
teratodermoids; the remainder included pericardial 
cysts, sarcoids, thyroid enlargements, granulomas, 
thymomas, and other less common neoplasms. The 
clinical characteristics of each group of tumors are 
described and adequately illustrated with roentgeno- 
grams. 

The authors emphasize that lymphoma can fre- 
quently be diagnosed by cervical or scalene lymph 
node biopsy, which makes thoracotomy unnecessary. 
In only one case, could the mediastinal Hodgkins 
disease be completely excised surgically. Only one of 
the neurogenic tumors was malignant. The authors 
point out that bronchogenic cysts may be present in the 
neck and be difficult to distinguish from substernal 
thyroid masses. They also point out that sudden 
hemorrhage or infection in a mediastinal cyst may 
cause acute and serious symptoms. In reviewing the 
characteristics of substernal thyroid, the point is made 
that while most of these lesions contain active thyroid 
tissue, there is an occasional one which does not and, 
therefore, radio-autography will not rule out this diag- 
nosis. The diagnosis, of course, is of great importance 


since the route of approach in most cases can be cer- 
vical rather than thoracic. 

The teratodermoids all included calcium deposits 
and were the most frequently symptomatic of all the 
mediastinal tumors. Two of the 12 cases were malig. 
nant. The histological diagnosis of sarcoid is extremely 
important since the characteristic course of remissions 
and exacerbations makes diagnostic differentiation 
from lymphoma by x-ray treatment an unreliable 
method. Scalene node biopsy frequently permitted 
this diagnosis without thoracotomy. 

A group of mediastinal granulomas, which are often 
presumed to be of tuberculous origin and in whicha 
specific etiology can rarely be demonstrated, were 
described, and the difficulty of their removal because 
of their location in the posterior mediastinum and the 
large amount of inflammation present was noted. 

Sixteen cases of mediastinal lesions which were con- 
fused with primary mediastinal tumors are listed as 
such lesions form an important part of any differential 
diagnosis of a mediastinal x-ray shadow. The largest 
number of these were vascular lesions, and the authors 
point out that angiocardiography now makes their 
diagnosis quite precise. In addition, there were a num- 
ber of bronchiogenic carcinomas, metastatic car- 
cinomas, and one case of azygos lobe. The combination 
of x-ray techniques, angiocardiography, and lymph 
node biopsy makes possible a high degree of accuracy 
in preoperative diagnosis, but the necessity for thora- 
cotomy in the otherwise undiagnosed case and often 
for therapy is emphasized.—H. C. Grillo, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Mesenteric Fibroma (II fibroma del mesentere). Gro- 
VANNI CARLO MALESANI. Fracastoro, 1957, 10: 235. 


THE AUTHOR reports on a patient with fibroma of the 
mesentery who was operated upon at the University 
of Florence. He was a male patient, 28 years of age, 
with symptoms which dated back about 2 months, 
when he had first noted a swelling in the epigastric 
region. Several days later he had an attack of acute 
abdominal pain which subsided after using a hot 
water bottle. Afterward, he complained of a dull ache 
in this area. 

Physical examination revealed an abdominal mass 
in the umbilical and hypochondriac region about the 
size of a large fetal head. The mass felt hard and rubbery 
and was quite mobile. Roentgenograms revealed the 
mass to be outside the gastrointestinal tract. At opera- 
tion the mass was found to be in the mesentery and 
firmly adherent to the distal ileum. The mass was re- 
sected, together with about 40 cm. of small bowel. The 
distal segment was closed with a double purse-string 
suture and the proximal end was anastomosed to the 
transverse colon using a side-to-side isoperistaltic type 
of anastomosis. An appendectomy was also per- 
formed. The postoperative course was uneventful and 
the patient was discharged on the thirteenth day. A 
pathologic diagnosis of fibroma was established. 

A review of the literature on primary tumors of the 
mesentery is presented. —Lucian 7. Fronduti, M.D. 


GASTROINTESTINAL TRACT 


Indirect Gastric Secretory Studies; a Comparison of 
Tubeless Gastric Analysis and Plasma Pepsinogen 
Determination as Screening Procedures, Maurice 
L, Stevers and Georce L. Fiscuer. Am. 7. Digest. Dis. 
1957, 2: 363. 


THE RESULTS of two simple gastric secretory tests, 
tubeless gastric analysis and plasma pepsinogen de- 
termination, were determined in 217 patients without 
gastrointestinal disease or azotemia. The tubeless 
gastric analysis is a study of the parietal cell acid- 
producing ability, and the plasma pepsinogen de- 
termination is a test to evaluate the pepsin elaboration 
by the chief cells. With these techniques, large groups 
of cases can be studied with very little effort, and the 
procedures involve little discomfort or inconvenience 
to the subjects. For these reasons there is promise that 
these tests may become useful screening procedures 
for such conditions as pernicious anemia, gastric can- 
cer, atrophic gastritis, and peptic ulcer. 

Tubeless gastric analysis has been studied exten- 
sively, Its qualitative accuracy in differentiating 
achlorhydria from acid secretion is about 98 per cent. 
The test is based upon the cation exchange which 
occurs between the indicator substance of an orally 
administered resin and the hydrogen ions of gastric 
hydrochloric acid. If free acid is present so that this 
interchange can occur, the substance released from 


the resin is absorbed and subsequently secreted in the 
urine, where it may be detected. Quantitative esti- 
mation of acid-secreting ability is not as reliable as 
the qualitative differentiation of acidity from ana- 
cidity. In the past, most tubeless tests were performed 
with a resin which releases quinine in exchange for 
hydrogen ions. With an azure A dye-containing resin 
the procedure has been shown to be of comparable 
accuracy, simpler to perform, and free of most of the 
objectionable features of a test with a quinine-con- 
taining substance. 

This dye resin was used in the patients in the present 
study. A technique has been described for evaluating 
the plasma or serum content of the proteolytic enzyme 
pepsinogen, which is quantitatively related to the 
elaboration of pepsin by the stomach. The laboratory 
procedure involves the activation of pepsinogen by 
acidification of the plasma to px 1.5 and incubation 
with a suitable protein (hemoglobin) substrate. The 
subsequent colorimetric determination of the amount 
of tyrosine released from the protein is a measure of 
proteolytic activity. Since other proteolytic enzymes 
are apparently present in serum or plasma in 
addition to those of gastric origin, some proteolytic 
activity is demonstrable by this technique even with 
complete absence of gastric pepsin production, as 
occurs with total gastrectomy. 

In the present study tubeless gastric analysis and 
plasma pepsinogen tests were performed on the same 
day on consecutive patients admitted to a medical 
ward of the St. Louis Veterans Administration Hos- 
pital. Patients in whom a diagnosis of organic gastro- 
intestinal disease was made during hospitalization 
were excluded from the comparative study. An azure 
A resin was used for the tubeless gastric analysis. How- 
ever, when results of the first procedure were “‘nega- 
tive” (indicative of possible achlorhydria), a quinine- 
containing resin was usually used to perform a second 
test, since, with a different indicator, the waitin 
period for excretion of the dye (often 7 to 10 ian 
could be avoided. A positive result is reliable evidence 
of ability to secrete free acid. The azure A resin 
method utilizes a simple visual colorimetric comparison 
procedure on the urine, which takes from 1.5 to 4 min- 
utes to perform. The laboratory method with the 
quinine-containing resin involves the chemical ex- 
traction of quinine from the urine and evaluation of 
fluorescence under ultraviolet light; it takes about 8 
minutes for each test. 

Of 236 consecutive patients who underwent both 
tubeless gastric analysis and plasma pepsinogen de- 
termination, 76 (32 per cent) had negative (achlor- 
hydric type) results on the initial azure A resin test. 
No other gastric analyses were done in the 160 
patients whose tubeless tests were positive. In 47 of the 
76 patients with negative resin results an additional 
tubeless procedure was done and 38 were intubated 
with evaluation of the acid content of the aspirate 
following the parenteral administration of histamine. 
Among 36 patients with an initially negative tubeless 
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gastric analysis who also had undergone intubation 
procedures, the results of the latter were also negative 
in 56 per cent. A total of 81 per cent had achlorhydria 
or hypochlorhydria after histamine stimulation. The 
accuracy of the test improved among the 16 patients 
who had a confirmatory negative resin test; in these 
patient intubation confirmed achlorhydria in 75 per 
cent and the combination of hypochlorhydria or ana- 
cidity in 94 per cent. Therefore, there were only 6 per 
cent of the individuals with two negative resin tests 
who were capable of normal acid production. In con- 
trast, none of the 12 patients whose second tubeless 
gastric analysis was positive after the initially negative 
test was found to have achlorhydria on intubation; 
50 per cent were hypochlorhydric, 25 per cent had 
normochlorhydria, and 25 per cent had hyperchlor- 
hydria. Renal insufficiency influences both the tube- 
less gastric analysis (giving falsely negative results by 
preventing the excretion of azure A) and plasma 
pepsinogen activity (causing falsely high levels since 
the plasma content of this material is related to clear- 
ance by the kidneys). For this reason, only patients 
whose blood urea nitrogen was not elevated were used 
in comparing the findings of the two procedures. The 
two tests were correlated with regard to gastric acid 
production. The difference between the mean value of 
pepsinogen in the blood for patients with achlorhydria 
(287 units per ml.) compared with that of acid- 
secretors (489 units per ml.) is highly significant, 
although overlap of the results in the two categories 
occurred. Several disease conditions which are known 
to occur in association with alterations of gastric 
secretory function were also studied. Pernicious ane- 
mia, radical subtotal gastrectomy, and gastric car- 
cinoma produce mean values of plasma pepsinogen 
comparable to those of achlorhydria without gastroin- 
testinal disease. Others have noted that 4 of 5 patients 
with diabetes mellitus who were receiving depot in- 
sulin had somewhat higher than normal pepsinogen 
activity in the blood. 

In this study of two indirect tests of the gastric 
secretory functions of acid and pepsin production, it 
is apparent that achlorhydric patients tend to have 
low plasma pepsinogen values and that those having 
high pepsinogen in the blood usually secrete free acid. 
These results are as would be expected, and conform 
with the findings of others. However, the direction of 
deviation from “normal” of the acid and pepsinogen 
is by no means always in the same direction. This 
finding is consistent with the fact that separate cell 
types elute the pepsin and hydrochloric acid and that 
the stimulus to release these two materials may differ. 
While acid secretion quantitatively tends to vary 
seasonally or physiologically and with various psycho- 
genic, chemical, and physical stimuli, the variation is 
apparently less evident with pepsin production. 

In patients with duodenal ulcer, the plasma pep- 
sinogen activity is not significantly different whether 
the lesion is active, quiescent, or healed. It is not 
known whether an apparently normal, asymptomatic 
individual with high plasma pepsinogen activity has 
an increased likelihood of developing a duodenal 
ulcer, but there is a strong suspicion that this is true. 
The same may be said of low levels and the develop- 
ment of pernicious anemia or gastric cancer. 


Gastric secretion has been considered to be in- 
fluenced by such conditions as hepatic cirrhosis, dia- 
betes mellitus, nephritis, rheumatoid arthritis and 
osteoarthritis, pregnancy, hyperthyroidism, and hypo. 
chromic anemia, as well as Addison’s disease and 
Cushing’s disease. Elevated plasma pepsinogen ac. 
tivity may also be seen with acute myocardial infarc. 
tion, hyperparathyroidism, renal disease, and dia- 
betes mellitus undergoing treatment with depot 
insulin. 

In addition to the fact that tubeless gastric analysis 
and plasma pepsinogen determinations afford two 
simple procedures for estimating gastric secretory 
function, the present study demonstrates that the two 
tests complement each other. Not only do they eval. 
uate two separate secretions of the stomach, but they 
act as rough checks on each other since anacidity and 
low pepsinogen occur together with significant 
frequency. —Donald M. Clough, M.D. 


Incidence of Megaloblastic Anemia After Subtotal 
Gastrectomy. Ltoyp D. MacLean. WN. England M., 
1957, 257: 262. 


Anemia following distal subtotal gastrectomy is com- 
mon (as high as 80 per cent after Billroth II pro- 
cedures). While most patients respond to iron medi- 
cation, a vitamin By, deficiency may exist as the pri- 
mary or a complicating factor. An assay of intrinsic 
factor production utilizing the absorption of orally 
administered radioactive vitamin Bj, was carried out 
in 13 patients (23 tests) who had undergone distal 
subtotal gastrectomy. The types of resection included 
Billroth I, Billroth II, segmental, and tubular resec- 
tions. In those patients who have intrinsic factor and 
are not likely to develop a vitamin By deficiency 
there is prompt absorption of the radioactive vitamin 
By, which may be detected in significant amounts in 
the urine. If intrinsic factor is absent little or no ab- 
sorption of radioactive vitamin By, occurs, and the 
latter is not detectable in the urine. 

All but one of the patients with subtotal gastrec- 
tomy were normal. This patient behaved exactly as 
patients with pernicious anemia and total gastrec- 
tomy. An examination of the previously resected 
stomach of this patient revealed a mucosa of poor 
quality with chronic cellular infiltration, intestinali- 
zation of the mucosa, absence of parietal and chief 
cells, and atrophy of all layers. The patient had a 
normal hemoglobin and negative bone marrow 
biopsy at the time of investigation. The subtotal gas- 
trectomy was performed for benign gastric ulcer. The 
possibility that the cases in which megaloblastic 
anemia develops after subtotal gastrectomy could be 
predicted by microscopic scrutiny of the resected 
stomach led to an analysis of all patients who under- 
went this operation at one institution from 1938 to 
1950 (1,550 patients). Nine patients were found with 
megaloblastic anemia which developed after distal 
subtotal gastrectomy. All showed the same micro- 
scopic changes in the resected stomach as had been 
observed in the patient with abnormal absorption of 
radioactive vitamin B,:. The incidence of megaloblas- 
tic anemia after subtotal gastrectomy appears to be 
less than 1 per cent, but it is believed that a predic- 
tion of this complication can be made on the basis of 
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the microscopic appearance of the resected stomach, 
and prophylactic therapy can then be instituted in 
the appropriate patients. All patients with megalo- 
blastic anemia after subtotal gastrectomy responded 
completely to the parenteral administration of either 
purified liver extract or vitamin Bj. Folic acid was 
not required to achieve full remission in any of these 
patients. In all patients who developed megaloblastic 
anemia after distal subtotal gastrectomy the opera- 
tion was performed for either gastric ulcer or gastric 
cancer. However, many had free gastric acid produc- 
tion prior to operation, which suggested that this 
anemia would not have developed without gastric 
surgery. Previous work has established that mega- 
loblastic anemia indistinguishable from pernicious 
anemia is a late but inevitable sequela of total gas- 
trectomy and probably of proximal subtotal gastrec- 
tomy with esophagoantrostomy. : 
—Lloyd D. MacLean, M.D. 


Posterior Perforating Peptic Ulcer. H. D. ApAms and 
J. R. Ross. 7. Am. M. Ass., 1957, 164: 2009. 


THE AUTHORS reviewed 100 consecutive cases of pos- 
terior perforating ulcer observed at the Lahey Clinic. 
They suggest that when bizarre pain is present in the 
abdomen, chest, and back, the diagnosis of a pan- 
creatic penetration of a peptic ulcer of the posterior 
wall should be considered. The diagnosis should also 
be suspected when pain from peptic ulcer becomes 
intractable under well supervised and intensive treat- 
ment. Once the diagnosis of intractable posterior 
penetrating peptic ulcer is established, the treatment 
of choice is subtotal gastrectomy. Serious complica- 
tions occur in this group of patients subjected to sub- 
total gastrectomy, and these complications are pri- 
marily related to the duodenal stump or the pan- 
creas. The authors suggest that these complications 
can be prevented by certain technical precautions. 
Firstly, at the time the stomach or duodenum is mo- 
bilized from the pancreas, meticulous care should be 
taken to avoid damaging or opening up pancreatic 
tissue. When the actual bed of the ulcer is reached, no 
attempt should be made to dissect deep to it. The 
margin of the ulcer should be carefully detached from 
the pancreas and the granulating ulcer bed should be 
left on the pancreatic surface undisturbed. The wall 
of the duodenum or stomach distal to the ulcer should 
then be carefully dissected from the pancreas until a 
sufficient amount of good pliable wall is obtained to 
permit satisfactory closure of the stump. The com- 
pleted suture line should not be buried in the pan- 
creas, but the stump and the surrounding pancreatic 
surface should be covered with adjacent mesentery 
with interrupted sutures. 

Secondly, the authors recommend incising the 
serosal-muscularis layers along the upper part of the 
stomach and ligating the well-visualized vessels in- 
dividually. In many cases, postoperative delay in 
emptying of the gastric stump can be avoided by 
meticulous hemostasis, which this technique provides. 
_ The authors prefer not to twist the loop of jejunum 
in making the gastrojejunostomy. They feel that 
attaching the distal end of the jejunal loop to the 
greater curvature of the gastric pouch accomplishes 
two things—(1) it places the efferent arm of the 
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jejunal loop away from the dangerous area of the 
duodenal stump, and (2) by not twisting the loop, a 
shorter loop can be utilized. 

Another point of importance is to suture the jejunal 
loop across the entire diameter of the stomach, but- 
tressing it over the closed portion of the stomach as 
is done in the Hofmeister modification, so that the 
jejunal loop does not hang by the stoma. The authors 
conclude that with the modifications in technique 
which they describe, a high percentage of complica- 
tions and poor function following subtotal gastrec- 
tomy for penetrating posterior peptic ulcer can be 
avoided. —Gilbert S. Campbell, M.D. 


Anastomotic Ulcer; the Surgical Treatment and its 
Late Results; a Report of 53 Personal Cases. (Text 
in Greek) B. Kourtas and C. Guousstas. Acta chirurg. 
hellén. 1957, 4: 531. 


FirTY-THREE CaSEs of recurrent peptic ulcer following 
gastrectomy are reported representing an incidence of 
about 1.1 per cent of a large series of 4,870 gastrec- 
tomies, which were performed mainly in the Greek 
Red Cross Hospital. Eighteen of the 53 patients with 
recurrent ulcer had had their first gastrectomy in the 
author’s clinic which gives an apparent recurrence of 
0.4 per cent. It is not a true figure since no follow-up 
of the gastrectomized patients was done. 

The authors give in detail the pathologic descrip- 
tion of the lesions (Table I) as well as the actual or 
possible causes of the recurrent ulceration (Table II). 

According to the authors, the low incidence (0.4 
per cent) of recurrent ulcer in their series is due (1) 
to the extensive gastrectomy they usually perform and 
(2) to the meticulous and painstaking removal of the 
pyloric mucosa in the exclusion gastrectomies they 
perform for inaccessible duodenal ulcers. 

They think that the treatment should be surgical 
and recommend additional gastrectomy, if the first one 
was limited, and section of the vagi. They perform the 
latter procedure alone in cases of previous extensive 
gastrectomy in substandard risk patients, in patients 
with giant ulcers, and in those with gastrojejunitis. 
They prefer to combine gastrectomy and section of 


TABLE I.—DESCRIPTION OF RECURRENT ULCERS 


No. of cases 
Smaller than 2 cm. in diameter................. 27 
Two ulcers in the same patient.................. 5 
No ulcer, only gastrojejunitis.................... 7 
Gastrojejunitis plus stenosis of the stoma.......... 3 


TABLE II.—CAUSES OF RECURRENT POSTGASTREC- 


TOMY ULCER 
No. of Cases Per cent 
A. Technical fault on the first 
COT CE 43 81 

Limited gastrectomy............. 27 50.9 
Remnant of pyloric mucosa....... 5 9.4 

Additional entero- , 
enteroanastomosis............... 6 11.3 
Long afferent loop. .......... 7.5 
B. Constitutional predisposition to ulcer. _10 19.0 
TOTAL 53 100.0 
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TABLE III.—RESULTS OF SURGICAL TREATMENT OF 
53 CASES OF RECURRENT POSTGASTRECTOMY 
PEPTIC ULCER 


No. Results. 
Type of procedure of cases Excellent Bad Unknown Died 
Additional gastrectomy.... 35 22 4 8 t 
Gastrectomy plus 

Gastrectomy plus excision of 

remaining pyloric mucosa 3 2 _ 1 
Gastrectomy plus vagal sec- 

Vagal section plus 

Vagal section plus excision 

of pyloric mucosa....... 2 

TOTAL CASES 53 34 
PER CENT 100 7S 6. 6.8 


the vagi in patients with a “serious constitutional 
predisposition to ulcer.” Simultaneously, with either 
of the aforementioned procedures, they correct other 
technical faults, such as left-over pyloric mucosa or a 
long afferent loop, existing from the previous sur- 
gical procedure. 

The results of the authors’ treatment of the 53 cases 
are summarized in Table ITI. In the 41 cases in which 
they did additional gastrectomy with or without sec- 
tion of the vagi, they had excellent results in 81.5 per 
cent and bad results in 14.8 per cent. Their over-all 
mortality was 3.6 per cent. 

—WNicholas 7. Demetrakopoulos, M.D. 


Aberrant Pancreatic Tissue in Gastric Wall; Report 
of 4 Cases Simulating Peptic Ulcer. J. W. DENson. 
Am. Surgeon, 1957, 23: 568. 


ABERRANT PANCREATIC TISSUE has been reported as 
being found once in every 500 operations performed 
in the upper abdomen. Every surgeon who operates 
on the gastrointestinal tract should be familiar with 
its existence, its protean symptomatology, and its 
various locations. Aberrant pancreatic tissue is 
thought to represent an embryologic variation of 
growth. Aberrant pancreatic tissue is usually found in 
1 or 2 per cent of autopsies and has been reported in 
the walls and diverticula of the stomach, duodenum, 
jejunum, and ileum as well as in the spleen, gall- 
bladder, cystic and common duct, liver, peripancre- 
atic tissue, and mediastinal teratomatous cyst. Seventy 
per cent of the nodules will be in the duodenum, 
stomach, and jejunum. The size may vary from a 
microscopic nodule to one which is 4 or 5 cm. in 
diameter. The larger nodules have ducts that will 
admit a probe. Histologically the appearance is simi- 
lar to normally located pancreatic tissue. Aberrant 
pancreatic tissue may undergo any of the pathologic 
changes common to the normally situated pancreas. 
The symptoms produced by aberrant pancreatic tis- 
sue are as variable as its location. It may produce 
symptoms by mechanical interference with the organ 
involved (intussusception or obstruction). Symptoms 
indistinguishable from those of peptic ulcer, gall- 
bladder disease, or appendicitis are described which 
could be attributed only to aberrant pancreatic tissue. 


Massive gastric hemorrhage has occurred. Symptoms 
are also produced by liberation of enzymes and hor- 
mones from functioning aberrant tissue (acute hemor. 
rhagic pancreatitis and functioning islet cell adeno- 
mas). 

The author presents 4 cases of aberrant pancreatic 
tissue from the Veterans Hospital in Birmingham, 
Alabama. In all 4 the.tissue was either in the gastric 
wall or in the pylorus. All of these patients had symp- 
toms of peptic ulcer, 2 had episodes of hematemesis, 
and 2 had pyloric obstruction. All of the patients had 
high volumes of overnight gastric secretion and 3 
had hyperchlorhydria.— Bernard C. Gerber, M.D. 


Polyposis of Gastrointestinal Tract; the Peutz Syn- 
drome. Davin Battey.. Brit. M. 1957, 2: 433. 


THE ASsocIATION of multiple adenomas of the gastro- 
intestinal tract with melanin pigmentation of the oral 
mucosa, lips, and face was first described by Peutz 
(1921), but his description attracted little attention 
until the subject was fully reviewed by Jeghers et al. in 
1949. The author presents 4 new cases and discusses 
the pertinent points in diagnosis and treatment. Pig- 
mentation is probably present at birth but may not be 
noticed in these cases until early childhood. The in- 
tensity of the pigmentation fades with increasing age 
and may therefore be less noticeable in older patients. 
The pigmented spots are on the oral mucosa and are 
usually blue-black in color. They are most numerous 
on the mucosal surface of the lower lip and cheek but 
may be found also in the palate, gums, and the tongue. 
A biopsy taken from these pigmented areas reveals, 
under the microscope, multiple pigmented cells in the 
deepest layer of the epithelium and melanophores in 
the fibrous tissue. 

The term polyp in this syndrome is somewhat mis- 
leading since in many of these cases the tumors are 
sessile, and would be better described as adenomas to 
indicate their epithelial origin and avoid possible con- 
fusion with other varieties of tumor. In this syndrome 
the adenomas are scattered throughout the length of 
the gastrointestinal tract, but involvement of the small 
intestine is present in all reported cases and may be 
regarded as an essential part of the syndrome. Ade- 
nomas are found in the colon and rectum in over half 
of the cases. This syndrome should not be confused 
with familial polyposis of the large intestine in which 
the adenomas are confined to the large bowel. Cases 
of this syndrome have been reported in which the gas- 
trointestinal tract from the cardia to the anus was 
studded with polyps. The symptoms produced by these 
tumors are: (1) symptoms of obstruction, very fre- 
quently intussusception, (2) bleeding, and (3) symp- 
toms produced by local irritability of the intestine. 
The first symptoms most often appear between 10 and 
30 years of age although the diagnosis has been made. 
in many younger and a few of our older patients. The 
intussusception which occurs with this syndrome tends 
to be a chronic one, less dramatic than the infantile 
variety. The diagnosis of adenomas or polyps of the 
small intestine is notoriously difficult radiologically, 
hence the pigmentation becomes ofextreme importance 
in making the diagnosis in this disease. 

There is a strong tendency for this syndrome to occur 
in near relatives. Carcinoma of the gastrointest 
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tract has been reported in 24 per cent of all of the 
reported cases of this syndrome. The majority of these 
malignant tumors were in the small intestine. The 
remainder developed in the colon or rectum. 

In the past, it was agreed that no treatment was 
indicated in this condition until the need was deter- 
mined by symptoms except in the case of colonic 
polyps, accessible to sigmoidoscopic removal. Intus- 
susceptions were treated by emergency operation and 
the larger polyps were removed by enterotomy or 
resection. The author advises a more aggressive policy 
and suggests that on recognition of the syndrome 
prophylactic surgery should be performed to avoid 
the later development of carcinomatous degeneration. 
If the colon is involved, colectomy is advised. At times 
the adenomas are confined to small segments of the 
small intestine. If this situation exists, segmental resec- 
tions of the small bowel are indicated. If there is diffuse 
involvement of the small intestine, no prophylactic 
surgery, of course, is advised. 

—Lloyd D. MacLean, M.D. 


Morbidity and Mortality Following Combined Ab- 
dominoperineal Resection; with Special Reference 
to Closure of the Posterior Wound, O iver H. 
Beanrs and Gorpon H. Concpon. Surg. Clin. N. 
America, 1957, 37: 999. 


Amonc 147 traced cases in which abdominoperineal 

resection was performed at the Mayo Clinic between 

1952 and 1955, inclusive, no posterior pack was used 

in 32. Although the series is not large, the experience 

does suggest the advantages of management without 
packs, and in so doing once again demonstrates the 
superiority of Miles’ original work. 

More specifically, the present study indicates that 
primary closure of the posterior wound without inser- 
tion of a pack is advantageous to both patient and 
surgeon. Comparison showed its advantages in respect 
to healing time for the posterior wound, extent of 
hospitalization, postoperative morbidity and immedi- 
ate complications, known local recurrence, and per- 
sistent perineal sinus. The need for blood transfusions 
and the surgical mortality were virtually the same with 
the two techniques. 

Other factors such as early ambulation, leg exer- 
cises, the preoperative use of antibiotics to reduce bac- 
terial flora of the intestinal tract, careful preoperative 
mechanical cleansing of the intestine, frequent labora- 
tory studies to control properly the electrolyte bal- 
ance, and the judicious use of antibiotics after opera- 
tion are important in reducing morbidity and mortality 
toa minimum. 

Malignant Mesenchymal Tumors of the Small Bowel 
Arising from the Histiocyte System (I tumori mesen- 
chimali maligni dell’intestino tenue a punto de par- 
tenza del sistema istiocitario). Att1LIo BELLAvIA and 
Stvio Messinetti. Ann. ital. chir., 1957, 33: 1,051. 


Tue AUTHORS report 5 cases of malignant mesenchymal 
tumor of the small bowel seen at the University of 
Rome. The first, that of a 36 year old male, was found 
to be an inoperable tumor of the ileum about 120 cm. 
from the ileocecal valve. The pathological diagnosis 
was reticulosarcoma. The second, that of a 42 year 
old male, was a fist sized tumor of the jejunum 30 cm. 
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from the ligament of Treitz. The tumor was inoperable 
and a jejunojejunostomy was performed. The patho- 
logical report was reticulosarcoma. In the third case, 
that of a 44 year old male, there was a large mass in 
the jejunum, 6 fingerwidths from the ligament of 
Treitz; it was about the size of an apple and gradually 
grew smaller as it extended for a distance of 15 cm. 
A radical resection was performed. A pathological 
diagnosis of reticulosarcoma was established. 

The fourth case was that of a 25 year old male who 
was found to have a palpable tumor mass about the 
size of an orange. A diagnosis of lymphosarcoma of 
the second portion of the duodenum extending into 
the jejunum for a distance of 30 cm. was established 
with x-rays. The tumor was considered to be inopera- 
ble and roentgen therapy was advised. The fifth case, 
that of a 22 year old male, was found to be a diffuse 
infiltrating type of neoplasm involving most of the 
small bowel, only the distal ileum was not involved. 
The roentgenological diagnosis was a lymphosarcoma 
type of tumor of the small bowel. Surgery was not 
considered, but roentgen therapy was advised. 

A review of the literature is presented. Early diag- 
nosis is difficult and for this reason the prognosis is 
poor. In the authors’ 5 cases, only one patient was 
able to have radical surgery. The recommended 
treatment is to perform as extensive a resection as is 
possible and then follow with x-ray therapy. 

—Lucian 7. Fronduti, M.D. 


Periarteritis Nodosa and Appendectomy (Periarter- 
itis nodosa und Appendektomie). H. Cottier and W. 
Voect. Schweiz. mud. Wschr., 1957, 87: 638. 


THE p1aGNosis of periarteritis nodosa can be estab- 
lished by histologic examination of the typical arterial 
lesions. Early diagnosis of periarteritis nodosa is es- 
sential since favorable results can be obtained with 
ACTH and cortisone therapy. Blind biopsy of the 
skin or muscle in areas where typical nodules are not 
palpable is rarely of diagnostic value. 

The symptomatology of periarteritis nodosa may 
be obscure; symptoms related to the abdomen may 
simulate an acute abdominal emergency and explora- 
tory laparotomy may then be indicated. The clinical 
picture of acute appendicitis is only rarely feigned by 
periarteritis nodosa. 

The authors attempted to elucidate the possibility 
of using appendectomy as a diagnostic method to 
establish periarteritis nodosa. Evaluation of the im- 
portance of necrotizing arteritis in the appendix and 
the prophylactic value of appendectomy in periarteri- 
tis nodosa was the other aim of this study. 

An analysis of 4 patients with periarteritis nodosa is 
presented. In 3 an appendectomy was performed and 
in 1 the examination was carried out post mortem. 
The age of the patients varied from 36 to 69 years and 
the duration of the illness was 1.5 to 12 months. The 
indication for appendectomy was suspicion of ap- 
pendicitis or of periappendical abscess. Only in the 
case of the one fatality was periarteritis nodosa men- 
tioned as a differential diagnostic possibility. All 4 
patients exhibited gastrointestinal symptoms, fever, 
tachycardia, an increased sedimentation rate, and 
leucocytosis. Pathologic liver function, anemia, and 
weight loss were found in 3 patients. Hematuria and 
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casts in the urinary sediment were identified in 2 pa- 
tients. Pulmonary symptomatology, peripheral edema, 
uremia, and a past history of asthma were found in 1 
patient. In none of the patients was eosinophilia 
noted. 

On exploration the macroscopic evidence of per- 
iarteritis was obvious in only 1 patient. Whitish 
nodules on the serosa of the appendix made a diag- 
nosis possible at the time of operation. In the other 2 
cases operated upon, similar nodules could be seen 
only with difficulty. Microscopic changes of peri- 
arteritis were found in 15 to 35 per cent of the serial 
sections. Serial sections are, therefore, required to in- 
crease the possibility of establishing the diagnosis in 
the appendix. 

From the available literature on periarteritis the 
authors conclude that it is difficult to evaluate the 
frequency of involvement of the appendix by peri- 
arteritis nodosa. Although Hall e¢ al. found in 2,462 
histologically examined appendices 22 with necro- 
tizing arteritis, in 30 cases of periarteritis reported by 
Wold and Baggenstoss the appendix was involved only 
twice, and in the remaining 28 patients the appendix 
was not mentioned. 

The histologic observation of a necrotizing arteritis 
in the appendix does not necessarily indicate a pro- 
gressive and fatal course. Some patients recover, as 
recorded in the literature. Patients with arteritis of the 
appendix were classified into the following types: al- 
lergic appendicitis; focal unspecific arteritis; hyper- 
sensitive angiitis with manifestations of generalized 
necrotizing arteriolitis and local expressions of allergic 
granulomas; giant cell granulomatous mesarteritis; 
the oligosymptomatic form of classical periarteritis 
nodosa; and classical periarteritis nodosa with a fatal 
course. 

Since the appearance of Rokitansky’s original 
publication on polyarteritis and of Kussmaull’s clin- 
ical description and his opinion that 100 per cent of 
the patients die of the disease, cases which progressed 
slowly and mild cases which have healed spontan- 
eously have been identified. Prognostication as to the 
future course, the authors conclude, is not possible 
from an established diagnosis of periarteritis in the 
appendix. Involvement of a larger vessel with the 
changes of typical periarteritis nodosa tends to indi- 
cate a progressive course. Early institution of therapy 
in such cases should improve the prognosis. 

The prophylactic value of appendectomy in peri- 
arteritis nodosa is demonstrated in one of the patients 
reported. This patient succumbed to a fatal peritonitis 
which was secondary to appendicitis caused by arte- 
rial occlusion due to the periarteritis process. The 
diagnostic importance of appendectomy in patients 
who are suspected of having polyarteritis nodosa and 
who develop abdominal symptoms is stressed. 

—Karel B. Absolon, M.D. 


Diverticulitis of the Colon; Radical Versus Conserva- 
tive Treatment. W. WALLACE GREENE. Am. 7. Surg., 
1957, 94: 282. 


‘THE AUTHOR reviewed a group of patients with diver- 
ticulosis of the colon who were seen at the San Fran- 
cisco Hospital between July, 1946, and July, 1956. 
The diagnosis of diverticulitis was made in 179 (50.7 


per cent) cases. The diagnosis of diverticulosis was 
made by roentgenologic examination and by autopsy. 
Many cases were found to be coincident with some 
other condition. About 15 per cent of the patients 
were listed as being markedly obese. The author found 
that 72 per cent of these cases of diverticulosis occur- 
red in the sigmoid and descending colon, 10 per cent 
in the transverse descending and sigmoid colon, 17 
per cent involved the entire colon, and one per cent 
the cecum alone. The diagnosis of diverticulitis was 
made clinically in most cases with confirmatory roent- 
genographic evidence, while in other cases the diag- 
nosis was made at operation or at autopsy. The main 
symptoms were dull abdominal pain, “fullness” in 
the abdomen, gas, rectal urgency, and diarrhea in 
many cases. Several patients told of generalized ab- 
dominal pains becoming localized in the left lower 
quadrant of the abdomen after 8 to 12 hours. Vom- 
iting occurred in many of the severe cases. There were 
15 acute perforations with peritonitis in this series 
although it has often been stated that this complica- 
tion is rare. Of the patients who were discharged with 
a diagnosis of acute diverticulitis during this 10 year 
period, it was found that 65 per cent were admitted 
on the Medical Service while 32 per cent were admit- 
ted on the Surgical Service and 3 per cent on the 
Gynecological Service. This fact led to an investiga- 
tion of the admission diagnoses which indicated that 
diverticulitis can simulate a variety of conditions. 
Most of those patients admitted on the Medical Serv- 
ice and in whom complications developed were seen 
by a surgeon in consultation later, but the largest per- 
centage were treated with a conservative medical 
regimen. In most instances, after a diagnosis of diver- 
ticulitis was made, the patient was given a low residue 
diet and antispasmodic medication. Antibiotics or 
sulfa drugs were usually given if fever or leucocytosis 
was present. 

Diverticulosis is a condition which is found mainly 
in the older age groups with the number and size of 
the diverticula frequently increasing as the person be- 
comesolder. The incidence of diverticulosis is generally 
considered to be about 10 per cent of those above the 
age of 40 years. It has been estimated that diverticu- 
litis will develop in about 10 to 20 per cent of those pa- 
tients with diverticulosis; and of those with diverticu- 
litis, about 10 to 20 per cent will require surgical in- 
tervention. A follow-up of patients with diverticulitis 
revealed that 67.9 per cent had recurrent symptoms 
which required additional hospital entries. Of these, 
40.5 per cent had recurrent attacks of diverticulitis 
while complications developed in 59.4 per cent. The 
author indicates that some of these patients with pro- 
gressive changes might have been saved additional 
periods of disability and some of the serious complica- 
tions if the involved segment of bowel had been re- 
moved as an elective procedure earlier in the course 
of the disease. 

In the series of 353 cases of diverticulosis, sixty-two 
or 17.6 per cent were admitted because of gross bleed- 
ing. Other observers have noted an average of 15 to 20 
per cent. The average age of this group of patients 
was 70 years, ranging from 49 to 88 with 35 per cent 
males and 65 per cent females. Twenty-eight patients 
or 45.1 per cent of these cases were found to have 
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definite signs of diverticulitis either by roentgenologic 
or autopsy findings. Diverticulosis of the sigmoid and 
descending colon was found in 43 or 69.3 per cent, 
while diverticulosis of the entire colon was found in 19 
or 30.6 per cent. About half of the patients showed 
signs of bleeding for more than one day, with the 
average being 6 days. There seemed to be a definite 
relationship between the severity of the diverticulosis 
and the amount of bleeding—those with the most 
bleeding seemed to have the most advanced diverticu- 
losis. The author advocates resection of the colon in 
patients with repeated bouts of bleeding which are 
apparently due to diverticulosis if the condition is 
localized. 

Fifty-six of the patients had operative procedures of 
various types performed. Several of these were ex- 
tremely ill and died in 24 hours, but other patients 
died 5 to 6 weeks after surgery as a result of sepsis. A 
number had complications of renal or cardiac failure. 
The operative mortality was rather high as 13 out of 
56 patients died. The author makes a plea for earlier 
surgery, to be done as an elective procedure rather 
than an emergency operation for complicated cases. He 
mentions the various operative procedures which have 
been performed and advises stage procedures for 
acutely ill, complicated cases. 

The mortality rate in most reported series of resec- 
tions is under 3 per cent. This rate can be maintained 
if care is taken in selecting patients who are suitable 
for a one-stage procedure and those who require a 
multiple stage procedure. 

Of the entire series there were 27 deaths directly 
attributable to diverticulitis and its complications. 
Ten were due to perforations with peritonitis among 
the nonoperative group. The over-all mortality rate 
was 15.1 per cent. 

Each case should be considered as an individual 
problem and observed carefully while under treat- 
ment. If while under medical management the acute 
process shows signs of subsiding, one is justified in 
being conservative. However, after such an attack, 
the patient should be made aware of the possibility of 
future attacks and their possible complications. 

Resection is considered to be indicated in the fol- 
lowing conditions: (1) complications of diverticulitis 
(obstruction, perforation, abscess, fistula); (2) recur- 
rent attacks of diverticulitis; (3) persistent deformity 
shown by barium enema; (4) recurrent massive bleed- 
ing from the colon if the diverticulosis is localized; and 
(5) persistent urinary tract symptoms associated with 
diverticulitis. —Donald M. Clough, M.D. 
The Course of Nonspecific Ulcerative Colitis; Review 

of 20 Years’ Experience and Late Results. BENJAMIN 

M. Banks, Burton I. Korexirz, and Louis ZETZEL. 

Gastroenterology, 1957, 32: 983. 

Atorat of 702 clinical records of patients admitted to 
the Beth Israel Hospital from 1931 to 1950, inclusive, 
and diagnosed as colitis, ulcerative colitis, chronic 
colitis, superficial colitis, and hemorrhagic colitis were 
reviewed. From the original series of patients with 
various designations of colitis there remained 245 in 
whom the diagnosis of nonspecific ulcerative colitis 
was substantiated. In addition to the usual clinical 
manifestations, these patients presented typical sig- 
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moidoscopic or radiographic evidence of the disease, 
and examinations of their stools were negative for en- 
teric pathogens. The diagnosis was confirmed further 
in individual cases by findings at operation or autopsy. 
Of the 245 patients who form the subject of this re- 
port, 244 (99.7 per cent) have been followed up to 
ascertain late results and present status. The last con- 
tact in all living cases except 2 was made after Janu- 
ary 1, 1954. The average period of follow-up in pa- 
tients who are now living is 12.1 years; 73 per cent of 
these have been followed up 11 years or longer since 
the onset of their diseases. 

The 245 patients accounted for 507 admissions to 
the Beth Israel Hospital between 1931 and 1950 for 
ulcerative colitis or its complications. There were in 
addition 106 recorded admissions to other hospitals 
during the 20 year period. Approximately 47 per 
cent were hospitalized within the first year of their 
illness. The grading from 1 to 4 was arbitrary but rela- 
tively consistent in that one of the authors made the 
decision for all cases. It was evident that in 64 per 
cent of the cases the colitis could be classified as grade 
3 and 4, either severe or extremely serious, with 
marked toxemia, hemorrhage, perforation, or other 
grave complications at the time the patient first en- 
tered the hospital or on later readmissions. In this 
series of 245 patients there were 112 males (45.7 per 
cent) and 133 females (54.3 per cent). The average 
age for both sexes at onset of the disease was +30 
years. In 152 patients the disease first appeared be- 
fore the age of 30 and in 24 not until after the age of 
50. Fifty-seven and one-tenth per cent were married 
(including 10 widowed and 13 divorced) when the 
disease began. Ulcerative colitis occurred in two or 
more members of the immediate family (siblings, 
parent, or child) in 9 cases, an incidence of approxi- 
mately 3.7 per cent. 

Diarrhea was by far the most frequent presenting 
complaint but there were 16 patients in whom the dis- 
ease was first manifested by constipation. Blood was 
noted in the stools of 208 patients and was found at sig- 
moidoscopy in an additional 16. In the remaining 21 
cases, with no indication of bleeding at any time, the 
diagnosis was confirmed by surgery in 9, by post- 
mortem examination in 2, and by sigmoidoscopy or 
radiography or both in 10. Abdominal cramps were 
reported by 159 patients; a significant loss in weight 
occurred in 157. Physical signs of special interest dur- 
ing later admissions included clubbing of the fingers 
in 7 per cent, erythema nodosum in 5 per cent, and 
evidence of arthritis in 16 per cent. Fewer than 2 per 
cent of the patients had signs of nutritional edema. 

Situations involving emotional stress were by far 
the most frequently mentioned factors associated with 
the onset and even more commonly with recurrences 
of the disease. Upper respiratory infections, surgical 
procedures, unrelated serious illness, and pregnancy 
were all frequently implicated. 

Sigmoidoscopic examination was performed at the 
time of the first admission or by the private physician 
just prior to the hospitalization. The degree of patho- 
logic involvement on the basis of ulceration, granu- 
larity, friability, edema, and contraction was graded 
from 0 to 4. In 10 patients the examination was nega- 
tive; 140 were classified in group 3 or 4. Polypoid 
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changes were seen on sigmoidoscopy in 37 patients 
(17 per cent). 

Two hundred twenty-two patients had barium 
enema x-ray studies during or immediately preceding 
their first admission. In 13 the findings on x-ray ex- 
amination were negative, although the sigmoido- 
scopic appearance was characteristic of ulcerative 
colitis. The left half of the colon was found to be in- 
volved in 117 cases (approximately 53 per cent), seg- 
mental areas including the right half in 17 cases (8 per 
cent), and the entire colon in 69 cases (31 per cent). 
In addition there were 13 who had x-ray studies of the 
colon during subsequent admissions to hospitals or as 
later office procedures. There remain 10 patients in 
the entire series for whom there are no data as to 
radiologic examination of the colon; in each of these 
the diagnosis was established or confirmed by opera- 
tion or autopsy. 

Patients as a rule received a general supportive 
type of medical treatment including bed rest, high- 
caloric low-residue diet, vitamin supplements, various 
drugs for symptomatic relief, and transfusions as indi- 
cated. Superficial psychotherapy of an informal type 
was given to most patients on a day-to-day basis by 
the physicians directly responsible for the manage- 
ment of the case. The individual patient who pre- 
sented a more serious emotional problem was re- 
ferred to a psychiatrist for evaluation and treatment. 
Relatively few of these continued under psychiatric 
guidance to complete a full and intensive program of 
therapy. Medical therapy was considered adequate or 
excellent in 90 per cent of the admissions. 

The more seriously ill patients were divided into 
two groups: those treated before the advent of chemo- 
therapy and antibiotics, and those treated after such 
agents came into use. The use of antibiotics and chem- 
otherapeutic agents afforded a higher percentage of 


excellent results and a lower percentage of frank - 


failures than when supportive measures alone were 
employed. The differences in response, however, are 
less impressive when all the gradations of therapeutic 
benefit are compared, and when allowance is made 
for possible statistical variations because of unequal 
size of the two groups. Contrary to clinical im- 
pressions, the incidence of bacterial complications 
such as pyogenic lesions of the skin, perianal infec- 
tions, pericolic abscess, perforation of the intestine, 
peritonitis, and septicemia was almost identical for 
both groups of cases. Massive hemorrhage occurred 
with the same frequency in the two series. Arthritis 
was relatively more common in the group which had 
been treated with supportive measures alone. Ery- 
thema nodosum occurred far more frequently in pa- 
tients treated with antibiotics and chemotherapy. 
There were 12 deaths (5 per cent) in patients who had 
received only medical treatment for their disease. 
Four died of acute fulminating disease and toxicity, 3 
of peritonitis, and 5 of miscellaneous causes (pneu- 
monia, inanition, endocarditis, or severe bleeding). 
This figure is subject to revision or at least qualifica- 
tion if proper allowance is made for an additional 
group of 12 patients who were almost in extremis 
when operation was performed and who died shortly 
thereafter. A more accurate medical mortality would 
fall between 5 and 10 per cent. 


Of the 245 patients included in this report, 84 have 
required some form of definitive surgical treatment, 
71 at the Beth Israel Hospital and 13 at other institu. 
tions—a ratio of 34 per cent. Ileostomy, done as a pri- 
mary and sole procedure, was performed on 40 pa- 
tients. In 18 cases the patient was desperately ill or 
almost in extremis. Intractability was the reason for 
surgery in half the cases; serious complications which 
threatened life, such as massive hemorrhage, perfora- 
tion, or fulminating toxicity, necessitated the opera- 
tion in most of the others. Multiple complications 
occurred in many of the patients. There were 10 post. 
operative deaths, a mortality of 25 per cent. Attempts 
to control massive hemorrhage by ileostomy alone 
ended almost uniformly in disaster despite prompt 
recourse to additional colonic surgery—3 deaths among 
4 cases with subsequent emergency subtotal colec- 
tomy. In all, there were 15 patients who died, 10 after 
ileostomy and 5 after subsequent operations. Only 8 
patients of the original group of 40 improved and re. 
mained well without further definitive surgery. 

Secondary subtotal colectomy, a subsequent opera- 
tion for removal of a major portion of the colon, was 
performed on 16 patients; 12 had a conventional re- 
section from terminal ileum to lower sigmoid, 2 hada 
right hemicolectomy for predominantly “right- 
sided” disease, and 2 had a resection from the trans- 
verse colon to the lower sigmoid. The colonic surgery 
was done because of medical complications (6 cases), 
as a planned second-stage procedure (4 cases), for 
continuation of massive bleeding (4 cases), and for 
perforation of the colon (2 cases). There were 3 post- 
operative deaths, previously mentioned. Three pa- 
tients have remained well and 10 required additional 
surgery—with 1 operative death and 1 suicide post- 
operatively. In 8 patients the third operative pro- 
cedure was an abdominal-perineal resection. 

Secondary total colectomy was done on four oc- 
casions as a sequel to an earlier ileostomy. There were 
no serious postoperative complications. All patients 
recovered, gained weight, and experience satisfactory 
ileostomy function. 

Combined ileostomy and subtotal colectomy, a one- 
stage procedure, was done in 10 patients. There was 
no mortality in this group. Four patients had early 
postoperative complications referable to the ileostomy 
and 2 patients had wound rupture. Three patients 
had a subsequent abdomino-perineal resection of the 
remaining sigmoid and rectum. 

Abdomino perineal resection. The lower sigmoid 
and rectum were resected as a separate second- or 
third-stage procedure in 12 patients, either as an 
elective step or for persistent rectal discharges. There 
were no postoperative deaths. With the exception of 
neurogenic bladder in 1 patient the late results were 
satisfactory. One patient died subsequently of retro- 
peritoneal carcinoma. A variety of less commonly 
employed operative procedures was utilized in 19 
patients in whom either the disease appeared to be 
limited in extent, the preoperative diagnosis was in 
doubt, or a localized complication such as perforation 
or pericolic abscess had developed. When compared 
in terms of mortality, morbidity, and therapeutic 
benefit with the more conventional operations such as 
ileostomy and subtotal colectomy, the end results of 
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these partial procedures would appear to discourage 
their use except in rare instances. Most patients so 
treated have needed additional major operations, 
often multiple, for control and eradication of their 
disease. 

An operation to restore continuity of intestinal 
flow after an earlier ileostomy or colostomy was per- 
formed in 8 patients. One patient is living and well, 3 
died as a direct result of the operative procedure, and 
4 required the making of a new ileostomy or colos- 
tomy because of a severe exacerbation of the disease 
with 1 additional operative death. 

The surgical mortality among patients operated 
upon during the first year of their disease was 50 per 
cent and the average interval from onset to operation 
in those who died was 2.5 months. None had the com- 
bined operation of ileostomy with subtotal colectomy; 
several had palliative or unconventional procedures. 

While a fortunate minority of patients remained 
well after definitive surgical treatment for their dis- 
ease, the majority appeared destined to experience a 
succession of inflammatory, anatomic, or physiologic 
disturbances leading to repeated operative interven- 


tion. 

Complications of ileostomy. Fifty-four of these op- 
erations were done at the Beth Israel Hospital. The 
most important and frequent complications were ob- 
struction, stenosis, prolapse, fistula, and recession. Of 
42 patients who survived the immediate postopera- 
tive period, 37 had one or more of these complications 
and 22 required further surgical treatment. Forty 
operations were done, an average of 2 operations for 
each patient. The experience of 16 patients who had 
their ileostomy performed at other institutions was 
comparable. 

The present status of 244 of the 245 patients has 
been ascertained. Of the 51 individuals who have 
died, 40 succumbed to ulcerative colitis or to one of 
its medical or surgical complications including car- 
cinoma. 

Among the 244 patients there were 9 who developed 
carcinoma of the colon, an incidence of 3.7 per cent. 
One patient had two independent malignant lesions 
of the colon. There were 5 males and 4 females in the 
group. Seven of the 9 patients had had ulcerative 
colitis for more than 10 years. In the entire series thus 
far there have been 144 patients who have lived 10 
years or more since the onset of their disease with all 
or part of the colon in situ throughout this interval. 
Carcinoma developed in a remaining rectal stump 
in only 1 patient, 21 years after subtotal colectomy. 
All lesions were located in the distal portion of the 
colon or in the rectum. They consisted of: 1 adeno- 
carcinoma of the descending colon, 2 adenocarci- 
nomas and 1 malignant polyp of the sigmoid, 2 adeno- 
carcinomas and 1 malignant polyp of the rectosig- 
moid, and 2 colloid carcinomas of the rectum. In 
every case the malignant condition had appeared in 
an area previously involved in ulcerative colitis. Five 
patients are living 1, 3, 4, 6, and 9 years after resec- 
tion for carcinoma. Three patients died of carcino- 
matosis within 1 year after surgery and 1 died post- 
operatively of myocardial infarction. 

Fifty-six of the 133 females had one or more preg- 
nancies closely associated with or subsequent to the 
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onset of their disease. A total of 87 such pregnancies 
have been recorded. Of these 72 were carried suc- 
cessfully to term with only 2 stillbirths. As for the pa- 
tient and her disease, the most favorable prognosis 
prevailed when the pregnancy was initiated while the 
colitis was in remission. The outlook was particularly 
guarded when the colitis first appeared during the 
course of pregnancy or in the early postpartum period. 
—Earl O. Latimer, M.D. 


ae and Indications for the Hartmann Opera- 

tion for Cancer of the Low Sigmoid and High 
Rectum (La technique et les indications restantes de 
Popération de Hartmann dans les cancers du _ bas- 
sigmoide et du haut rectum). G. GurLtemin, E. 
SausiER, and M. Pouyet. Sem. hép. Paris, Ann. chir., 
1957, 11; 919. 


‘THE HARTMANN OPERATION for carcinoma of the recto- 
sigmoid has been supplanted by other operations but 
still is applicable to certain situations. The procedure 
is similar to the Miles abdominoperineal resection ex- 
cept that the bowel which includes the tumor is re- 
sected through an abdominal approach and the rec- 
tum is left in place. The author places drains through 
the flank to the region of the rectal stump. 

The operation is indicated in cases of carcinoma at 
the rectosigmoid above the peritoneal reflection and 
in patients who because of age, obesity, or some medi- 
cal condition are poor risks for a combined abdomino- 
perineal resection. In addition, local fixation of a 
tumor in this location or involvement of adjacent 
organs such as the small bowel, urinary bladder, or 
uterus may make the dissection in this location 
unusually tedious. The operation can be terminated as 
a Hartmann procedure instead of a combined ab- 
dominoperineal resection. Similarly, occasions may 
arise in which a patient suitable for a low anterior 
resection may benefit by having the operation termi- 
nated as a Hartmann procedure, particularly if the pa- 
tient is old, obese, a poor medical risk, or if the dissec- 
tion is unusually difficult. 

Between 1946 and 1955 the authors did 168 resec- 
tions for carcinoma of the rectosigmoid. Thirty-two 
of these were Hartmann resections. The operative 
mortality was 30 per cent. 

—Frederick W. Preston, M.D. 


Combined Abdominoendorectal Resection; a Critical 
Reappraisal Based on 91 Cases. B. MARDEN BLACK 
and Ricuarp J. Botuam. Surg. Clin. N. America, 1957, 
37: 989. 


CoMBINED ABDOMINOENDORECTAL RESECTION is a pull- 
through procedure in which the most distal 3 to 4 cm. 
of the rectum are preserved. The procedure was de- 
vised for the treatment of lesions of the middle and 
upper thirds of the rectum. In a series of 91 cases 
(through 1955), there were 6 hospital deaths, none of 
which could be attributed directly to the type of sur- 
gical procedure employed. Some sloughing of the 
sigmoid occurred in 18 cases, but serious sloughing 
occurred in 4 cases only (4.4 per cent). In 3 of the 4 
a colonic stoma was established. Pelvic abscesses de- 
veloped in 9 of the 87 cases in which there was no 
serious sloughing of the sigmoid (10 per cent). There 
is reason to believe that this complication can be 
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avoided almost completely by the use of suction 
drainage of the dead space in the pelvis. Unless the 
bowel sloughs well above the level of the rectal stump, 
late stricturing not amenable to finger dilatation is 
most unusual. 

Fecal control was essentially normal in 75 of the 80 
cases in which information regarding fecal control 
could be obtained. Control was lacking in 2 cases be- 
cause an inadequate length of rectum had been 
saved, and in one other case, the patient was in- 
continent of stool prior to operation. In the 2 re- 
maining cases, the explanation for the failure to re- 
gain continence remained obscure. 

The 5 year survival rate based on 31 cases only was 
58 per cent. While the series is too small to have 
particular significance, it is probable that the late re- 
sults after endorectal resection will prove comparable 
to those after other pull-through procedures and 
after combined abdominoperineal resection. 


Primary Carcinoma of the Perianal Glands of Herr- 
mann (Il carcinoma primitivo delle ghiandole peri- 
anali di Herrmann). Lucio Poxtice. Cancro, Tor., 
195558: 1. 


THE AUTHOR reports on a 64 year old male who had 
been found to have a perianal abscess with four fistu- 
lous openings. This was noted 3 months before he was 
seen at the surgical clinic of the University of Bari. 
The lesion was incised and contained an amber colored 
gelatinous fluid with numerous round vesicular for- 
mations varying from 2 to 12 millimeters in diameter. 
There was no connection with the rectum or the recto- 
sigmoid colon. The pathologic report was primary 
carcinoma of the perianal glands of Herrmann. The 
patient was advised to have a wide excision of the 
area but he refused. He later went to another surgical 
clinic where further histologic studies were done and a 
diagnosis of mucoid cystadenoma of intestinal origin 
was made. This was considered to have arisen from an 
intestinal diverticulum. A wide resection was per- 
formed with preservation of the anal sphincter and 
anal canal. The wound healed by second intention in 
16 days. 

A review of the literature is presented. There are 
three types of primary carcinoma of the perianal 
glands, divided according to location—anal, perianal, 
and those arising in an anal fistula. Two microscopic 
types are described, the mucous adenocarcinoma, 
which is the most common, and the mucoepidermoid 
carcinoma. Fifteen cases have previously been. re- 
ported in the world literature and the author’s case 
represents the first reported in Italy. The author be- 


lieves that this number is much less than the cases 


which have actually existed. It is possible in review- 
ing the literature to find cases, variously classified as 
anal lesions, which could be classified as arising from 
the perianal glands of Herrmann. 

—Lucian Ff. Fronduti, M.D. 


Preservation of Anal Sphincters in the Treatment of 
Carcinoma of the Rectum. E.S.R. Hucues. Med. 7. 
Australia, 1957, II: 315. 


ADEQUATE RESECTION of a carcinoma of the rectum 
entails division of the rectum for at least 2 centimeters 
and the extrarectal tissues at least 5 centimeters below 


the macroscopic edge of the tumor, section of the 
lateral ligaments as close to the lateral pelvic wall as 
possible, and removal of the superior hemorrhoidal 
lymphatic channel. In a number of cases it is possible 
to do this and preserve the anal sphincter. In this re- 
view the author analyzes his own personal experi- 
ence of 302 patients with carcinoma of the rectum of 
whom 42 have had restorative excisions, and he dis- 
cusses the indications for such a procedure. 

A tumor situated within 7 centimeters of the anal 
margin (or 6 centimeters from the dentate line) is un- 
suited for restorative resection because the sphincters 
are damaged by an adequate excision. These tumors 
are easily felt on digital examination. A tumor 10 
centimeters or more from the anal margin can nearly 
always be removed satisfactorily with preservation of 
the anal sphincters by direct end-to-end anastomosis, 
These tumors cannot be felt digitally but can be visu- 
alized through the sigmoidoscope. Tumors situated 
between 7 and 10 centimeters from the anus present a 
difficult surgical problem and the variation in prac- 
tice observed in published figures concerns this group. 
These can be felt with the tip of the finger provided 
pressure is applied to the perineum during digital ex. 
amination. These tumors may be suitable for restora- 
tive excision if histologic examination reveals low 
grade or average activity, but the final decision is 
made at operation. If the tumor can be adequately 
resected from above and if the sigmoid colon will 
reach the rectal stump without tension, a restorative 
excision will be feasible. Direct abdominal end-to-end 
anastomosis is the procedure preferred by the author 
because in most instances in which it has been possible 
to perform an abdominal resection, it has been pos- 
sible to perform an abdominal anastomosis. If the 
tumor lies below a point 7 centimeters from the anus, 
restoration of continuity will result not only in an in- 
creased recurrence rate of the tumor but in increased 
mortality and morbidity. 

—Sheldon Oscar Burman, M.D. 


Evolution of the Problem of Perineal Anus After 
Abdominoperineal Amputation of the Rectum 
(Evolution du probléme de l’anus périnéal aprés am- 
putation abdomino-perinéale du rectum). R. Lel- 
Bovict. Sem. hép. Paris, Ann. chir., 1957, 11: 775. 


WHEREAS MILES IN ENGLAND and Kirschner in Ger- 
many popularized abdominoperineal resection of the 
rectum, in France, even former protagonists of this 
procedure began in 1930 to abandon this operation 


because of its high operative mortality. Contrary to - 


the majority of French surgeons, the author has been 
advocating abdominoperineal resection of the rectum 
with establishment of perineal colostomy as an opera- 
tion which has a relatively low operative mortality, 
and after which cellulitis and gangrene of the colon 
can be avoided with proper technique. In a large 
percentage of cases the sphincter function remains 
satisfactory and the use of appliances is superfluous. 
The author does this operation in all cases of ampul- 
lary cancer and in many of supra-ampullary neoplasm. 

The operation is performed in one stage and carries 
a mortality of 5 per cent in patients who are good or 
fair operative risks. Old age and obesity are unfavor- 
able factors. 
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Amputation of the rectum without lowering of the 
colon is considered a grave procedure by the author 
because it leaves an enormous pelvic cavity beneath 


the fragile peritoneum. 


The major portion of the operation is performed by 
the abdominal route, the perineal part being confined 
to resection of the tip of the coccyx, sectioning of the 
levator muscles and the rectum, and lowering of the 
igmoid. 

Contrary to abdominal colostomy, the perineal 
anus does not adversely affect the sexual life. Finally 
the undesirable psychological effect of abdominal 
colostomy should not be overlooked in comparing the 
two methods. — Joseph K. Narat, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Total Arterialization of the Liver; a Comparison of 
the Effects of Portacaval Anastomosis Alone and 
Portacaval Anastomosis Combined with Total 
Arterialization of the Portal Vein in Dogs with 
Healthy Livers. J. A. McCrepi, J. R. Doccarr, 
and R. B. WELBourn. Brit. 7. Surg., 1957, 45: 83. 


BECAUSE OF the uncertainty concerning the effect of 
portacaval anastomosis on liver function apart from 
its beneficial effects in the relief of portal hyperten- 
sion, the authors became interested in searching for a 
surgical procedure which would not only reduce por- 
tal pressure, but would also improve the function of 
the liver. A review of methods for favoring regenera- 
tion after partial hepatectomy is presented together 
with the authors’ technique for total arterialization of 
the dog’s liver and investigation of the liver function 
at various intervals. 

Three groups of mongrel dogs were utilized; one 
group represented a series of controls, in the second 
group portacaval anastomosis was performed, and 
portacaval anastomosis together with total arterializa- 
tion of the liver was performed on the dogs in the 
third group. Portacaval anastomosis was performed by 
end-to-side anastomosis of the portal vein to the vena 
cava and total arterialization was performed by in- 
sertion of a jugular vein autograft on the side of the 
aorta below the origin of the renal arteries into the 
end of the hepatic side of the portal vein. The diet 
consisted of 55 per cent “‘pig starter meal” with 35 
per cent raw horse meat. and the average intake of 
protein was 7 gm. per kilogram of body weight per 
day. Five satisfactory portacaval preparations and 
four satisfactory portacaval and arterialization prepa- 
rations were obtained. 

Liver function was judged by the general health of 
the animal on the basis of survival after operation 
and changes in body weight, bromsulphalein reten- 
ton, and changes in nitrogen metabolism which were 
studied by measuring the ammonia tolerance, using 
ammonium chloride, and by recording the excretion 
of amino acids in the urine. Structural changes in the 
liver were noted by performing diagnostic laparoto- 
mies at which inspection of the liver was done together 
with removal of tissue for histologic examination. 
Portal venous pressure was measured at laparotomy by 
inserting a fine polyethylene tube into a mesenteric 
vein. The dogs with portacaval anastomosis survived 
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on the average 12 weeks as compared with those in 
the arterialized group surviving 29 and 42 weeks. 
After portacaval anastomosis alone the dogs had lost 
an average of 36 per cent of body weight at the time 
of death, but weight was much better maintained 
after arterialization. Retention of bromsulphalein 
developed rapidly in the dogs which had been sub- 
jected to portacaval anastomosis. Much better func- 
tion was obtained in the dogs subjected to arterializa- 
tion although this function tended to deteriorate after 
some months. The difference in incidence of meat in- 
toxication was not thought to be significant, but is 
suggestive that arterialization may have a protective 
effect. After portacaval anastomosis there was pro- 
gressive impairment of ammonia tolerance shown by 
an increase in the resting level and in the height of the 
peak in the 2 hour concentration. After arterialization 
the impairment developed more slowly. The arteri- 
alized livers did not show the histologic signs of atro- 
phy seen in the dogs on which portacaval anastomosis 
was performed. The high intraluminal pressure fol- 
lowing arterialization did cause vascular damage. 
Although the rapid deterioration in liver function 
which follows portacaval anastomosis in dogs with 
healthy livers was somewhat prevented by total 
arterialization of portal veins at the time of the 
anastomosis, and a beneficial effect in maintaining 
hepatic function and of prolonging life was ebtained, 
such arterialization eventually caused damage to the 
walls of the portal vein and its branches with impair- 
ment of the liver function and deterioration of the 
health of the animals. Additional experiments were 
designed to compare the effects of portacaval anasto- 
mosis alone with those of the same operation com- 
bined with total arterialization of the portal vein in 
dogs whose livers had been made cirrhotic with car- 
bon tetrachloride. This preparation was believed to 
probably resemble human cirrhosis more closely than 
any other. After the cirrhosis had been reduced, two 
dogs were retained as controls and underwent no 
further surgery. Three underwent portacaval an- 
astomosis and 4 underwent total arterialization of the 
portal vein. An adequate degree of cirrhosis was con- 
sidered to be present when the liver was found to be 
firm and nodular at operation and _ histologically 
showed features of hepatic cirrhosis. It was impossible 
to find strictly comparable animals as controls be- 
tween the portacaval and arterialization groups. Con- 
trary to the findings in dogs with healthy livers, 
portacaval anastomosis alone was found to be toler- 
ated better than the same operation combined with 
arterialization of the portal vein in dogs with livers 
rendered cirrhotic by carbon tetrachloride. The ex- 
periments suggested that unless the cirrhosis was mild, 
dogs which received no surgical treatment fared better 
than those which underwent portacaval anastomosis. 
Contrary to expectations these results indicated that 
arterialization damages the dog’s liver to such an ex- 
tent as to cause further retention of bromsulphalein, 
jaundice, loss of weight, a rapid deterioration of gen- 
eral health, and death. The cause of these ill effects is 
not clear for although the portal tracts became in- 
flamed and the portal veins were damaged, the 
hepatic arteries remained unchanged, the liver cells 
appeared well nourished, and active weights of the 
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Taste I. GALLBLADDER VISUALIZATION IN 


PERITONITIS 
Duration 
of No. of 
impaired X-Ray chole- 
Age function visuali- cysto- 
prs. days zation grams - Diagnosis 
49 40 None 4* Diverticulitis 
53 15 None 3. Perforated ducdenal ulcer 
None 2 Perforated cecum 


wn 
a 


57 90 None 9* Perforated duodenal ulcer 
30 7 None 3* Perforated duodenal ulcer 
61 7 None 3. Perforated jejunal ulcer 
34 2 None 2 Acute appendicitis 
64 None 2 Perforated duodenal ulcer 
57 4 None 2 Perforated duodenal ulcer 
10 5 None Perforated duodenal ulcer 
11 51 10 None 2 Perforated duodenal ulcer 
12 38 #16. Poor Appendiceal abscess 
13. 24 Poor Appendiceal abscess 
14 38 3 Poor 3 Acute appendicitis 
15 34 6 ‘Poor 2 Acute appendicitis 
1665 2 Normal 1 Appendicitis 
17 9 6 Normal 1 Appendicitis 
18 19 6 Normal 1 Appendicitis 
19 20 7 Normal | Strangulated small bowel 
20 826 2 Normal 1 Appendicitis 
21 35 2 Normal 1 Appendicitis 


*Each had 1 intravenous cholecystogram. 


liver were increased. The authors concluded that there 
was nothing in their experience or in that reported by 
others which they reviewed to suggest that the opera- 
tion of arterialization of the portal vein would be of 
benefit in the treatment of human cirrhosis. 

—Allan D. Callow, M.D. 


The Effect of Peritonitis of Nonbiliary Origin on the 
Function of the Gall Bladder as Measured by 
Cholecystography; Its Frequency and Its Duration. 
RaFaEL SANCHEZ-UBEDA, Francis F. Ruzicka, and 
Louris M. RoussExort. WV. England 7. M., 1957, 257: 389. 


IT Is RECOGNIZED that after an attack of acute pan- 
creatitis a normal gallbladder may not function 
temporarily. 

This study is a report of approximately 150 chole- 
cystograms carried out on 60 patients in the presence 
of peritonitis and peritoneal irritation. In these cases 
the gallbladder was found to be normal at operation, 
and was observed to function normally either before 
or after the peritoneal inflammation. 

These cases were divided into four groups. Group 1 
consisted of patients in whom inflammatory peritonitis 
was demonstrated at the time of surgery, and in whom 
gallbladder disease, pancreatitis, and liver disease were 
ruled out at the time of surgery by subsequent studies. 
Group 2 consisted of patients in whom varying de- 
grees of postoperative ileus, secondary to visceral 
manipulation during major abdominal surgery, was 
expected. Group 3 consisted of patients with active 
duodenal ulcer and signs of peritoneal irritation, but 
without perforation. Group 4, the control group, con- 
sisted of patients who were undergoing general anes- 
thesia and operations that did not involve the ab- 
dominal cavity. 

There were 21 cases in group 1. In 15 of these cases 
the gallbladder function was not normal. In 11 of the 


15 cases the gallbladder was not visualized and in the 
4 remaining cases the visualization was poor. 

Table I shows gallbladder visualization in perito. 
nitis, including the age, duration of impaired func. 
tion, x-ray visualization, and the diagnosis. 

The cases in group 2 numbered 20 and showed the 
gallbladder visualization after surgery. Sixteen in this 
group showed impairment of gallbladder function 
ranging from faint visualization in 6 to no visualiza. 
tion in 10 cases. This condition continued for from 5 
to 90 days. All but 3 patients had altered function for 
more than 14 days. 

In group 3 there were 8 cases of active duodenal 
ulcer with transient abnormal visualization of the gall. 
bladder. Three of these cases showed no visualization 
of the gallbladder initially. Five others had very faint 
visualization. Normal function returned in each of 
these cases after the acute symptoms subsided. 

Group 4, the control nonabdominal cases, consisted 
of 6 cases. In 4 there was no impairment of function, 
but the remaining 2 demonstrated such impairment. 

From this study it appears that the normal function 
of a normal gallbladder can be seriously affected in 
the presence of peritoneal irritation. 

Older patients appeared to exhibit a more severe 
and lasting disturbance of gallbladder function. The 
primary purpose of this study was to observe the be. 
havior of the gallbladder in peritonitis of pancreatic 
origin. In any event, whether the failure of visualiza- 
tion is due to inability to store or inability to concen- 
trate the dye, or both, it holds that any of thes 
mechanisms can operate to produce a nonfunctioning 
gallbladder in cases of peritonitis secondary to pan- 
creatitis. There was no elevation of amylase noted. 

The period of impaired gallbladder function may 
be as long as 12 weeks after peritonitis of nonpancreatic 
origin. —Richard 7. Bennett, Fr., M.D. 


The External Biliary Fistulas; Early Complications 
of Cholecystectomy (Le fistole biliari esterne nel 
quadro delle complicanze precoci della colecistec- 
tomia). ANGELO Mepic1 and BarmTistIN. 
Arch. ital. mal. app. diger., 1957, 23: 245. 


Recently Oselladore at the 58th Congress of the 
Italian Society of Surgery stressed the importance and 
frequency of postoperative fistulas and proposed the 
classification of chirurgico-accidental and chirurgico- 
intentional fistulas. Another classification is the one of 
Hepp and Grimoud: (1) external biliary fistulas “4 
grand débit” (large amount of drainage); and (2) 
external biliary fistulas “4 débit réduit et intermit- 
tent” (little drainage and intermittent output). 

Of 184 operations performed upon the extrahepatic 
biliary tract during a period of 5 years, 14 were cases 
of external fistula, 3 of stenosis of the common duct 
and papilla, 3 of operative injury to the common duct, 
and 1 to dehiscence of suture of the common duct. In 
1 case there was an extrinsic compression of the com 
mon duct, in 1 a residual stone in the common duct. 
and in 5 the cause was the dehiscence of the ligature of 
the cystic duct. In 2 of the cases of stenosis of the 
papilla, time and the prolonged administration of 
antispastics were sufficient for complete recovery of 
the patient. In these cases the inflammatory and 
spastic components have to be considered the main 
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Fic. 1 (Medici, Battistini). External biliary fistulas, 
which are considered the most serious and most frequent 
early complication after surgery of the biliary tract, can 
be caused by: a, stenosis of the terminal portion of the 
common duct or of the papilla, b, accidental operative 


factors in the obstruction, as in 1 case a papillotomy 
had been performed and in the other the papilla was 
easily permeable. 

When conservative treatment of a surgically induced 
fistula fails, reintervention and the introduction of a 
Kerr tube well into the duodenum are indicated. 

Operative injury of the common duct can occur: 
(a) during difficult cholecystectomies; (b) during 
easy ones, when the common duct can be easily pulled, 
duplicated, and sectioned; and (c) when ligature of an 
artery causes sloughing of the wall of one of the bile 
ducts (Shapiro, Robillard, Douglas, Cutter). In 2 of 
the 3 cases with such complications, an internal fistula 
was also present. Both cases recovered after an in- 
ternal derivation of the fistula. 

Dehiscence of the suture of the common duct is due 
to a distal stenosis or to an end-to-end anastomosis 
under tension; in such case the diagnosis is confirmed 
by the demonstration of normal patency of the com- 
mon duct and papilla. Displacement of one end of the 
Kerr tube might be caused by various factors and 
usually is not of great consequence; in the case ob- 
served, the tube was removed after 17 days even 
though one end was out of the bile duct. 

External compression of the common duct can be 
caused by: (1) chronic pericholedochal lymphaden- 
opathy; (2) chronic sclerosing pancreatitis; (3) neo- 
plasms of surrounding areas; and (4) intraperitoneal 
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lesion of a biliary duct, c, dehiscence of the suture of the 
common duct, d, accidental displacement of the drain, 
e, extrinsic compression of the common duct, f, residual 
stones in the common duct, g, transection of aberrant 
biliary ducts, h, dehiscence of the cystic ligature. 


foreign bodies, which might also produce a decubital 
lesion. The case reported was ascribed to the last 
group; a peanut sponge was found to be the cause of 
compression. 

Residual stones in the common duct are found fre- 
quently but rarely produce stenosis. In the case ob- 
served stenosis was caused by the association of stone 
and stricture. The diagnosis is relatively easy with the 
help of cholangiography. Common duct exploration 
and introduction of a Kerr tube were done. 

Transection of the following aberrant biliary tracts 
is indicated: 

1. Accessory ducts running from the right hepatic 
duct to the gallbladder. 

2. Accessory ducts from the liver parenchyma to the 
cystic duct or the gall bladder. 

3. Accessory ducts from the liver parenchyma to the 
main biliary duct. 

This complication is less frequent than one would 
expect according to the work of Moosman and 
Coller who have found anomalies of the types de- 
scribed in 16 per cent of 250 cadavers. 

Dehiscence of the cystic stump was observed in 5 
cases, representing 3.61 per cent, with a daily loss of 
bile from 50 to 150 ml. The average length of the 
period of drainage was 15 days. The danger of such an 
occurrence has convinced the authors of the usefulness 
of routine drainage of the bed of the gallbladder. 
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With regard to diagnosis, since the clinical signs— 
bile flow, pain, inflammation—are of slight value in 
making a precise diagnosis, the only valuable tool is 
the cholangiogram, especially when it is performed 
during surgery. Fistulography and _ intravenous 
cholangiograms, although they are apparently easy to 
perform, are often of no value. 

Therapy should consist in a sufficient period of 
waiting, with the administration of antispastic medi- 
cations, and the use of surgery only when all other 
means have failed. The surgical procedures may con- 
sist of: (1) end-to-end anastomosis; (2) biliodigestive 
anastomosis; or (3) fistulo-digestive anastomosis. The 
reflux of intestinal contents into the biliary tract after 
the performance of all types of anastomosis is of little 
consequence. —Sergio V. Proserpi, M.D. 


Etiology of Cholelithiasis in Childhood. Cotin H. M. 
Watker. Arch. Dis. Childh., Lond., 1957, 32: 293. 


GALL STONES IN CHILDHOOD are most often secondary 
to diseases with increased red blood cell destruction, 
such as erythroblastosis fetalis, sickle cell anemia, and 
the hemolytic anemia. In rare instances gall stones 
may occur at an early age in the absence of these 
diseases. Congenital abnormalities of the biliary 
system producing stagnation of the bile flow have 
been described as a cause of stones. Cholecystitis in 
childhood is infrequent. Stones in the common bile 
duct are likewise rare. 

At The Hospital for Sick Children, London, there 
have been 9 cases of gall stones in children since 1940. 
Three were associated with acholuric jaundice, 2 
with erythroblastosis fetalis, and one was associated 
with cavernomatous malformation of the portal vein 
with portal hypertension. The 3 remaining cases were 
not secondary to a known systemic disease and are 
reported in detail. 

Case 1 was that of a 3.5 year old boy who was 
hospitalized three times in 6 months because of re- 
current periumbilical pain, transient hepatomegaly, 
questionable jaundice, and transient bilirubinuria. 
On the second admission cholecystography showed 
normal gallbladder and biliary duct shadows. On the 
third admission there was hepatomegaly. The serum 
bilirubin was normal. The alkaline phosphatase 
measured 9 units. Cholecystectomy and liver biopsy 
were done. A cholesterol and bilirubin stone was 
found in the gallbladder. Microscopically there was 
hypertrophy of the gallbladder wall. The cystic duct 
was patent. Liver biopsy showed some infiltration by 
polymorphonuclear leucocytes, which was considered 
secondary to intermittent biliary obstruction. 

Case 2 was that of a girl who had been treated for 
kyphoscoliosis. At the age of 9 years she had vague 
complaints of fatigue, lassitude, night sweats, rare 
“bilious attacks,” and aching across the shoulders. 
The liver and spleen were not enlarged. A roentgeno- 
gram of the spine showed two stones in the gall- 
bladder region incidentally. The reticulocyte count 
and red cell fragility were normal. The serum bilirubin 
was normal. Cholecystectomy was done. The gall 
stones contained cholesterol and bilirubin. The gall- 
bladder wall was microscopically normal. On serial 
section there was severe stenosis of a segment of the 
cystic duct. 


Case 3 was that of a 6 month old female with a 
10 week history of vomiting, pale stools, and jaundice. 
On examination there were fever, jaundice, and 
hepatomegaly. The total serum bilirubin was 6,2 
mgm. per cent and there was bile in the urine. The 
red blood cell fragility was normal and no micro- 
spherocytes were found. Three days after admission 
the patient died after a paracentesis done for peritoneal 
fluid which had been found. At autopsy bile-stained 
purulent fluid was found in the peritoneal cavity, 
There was a stone at the junction of the hepatic and 
cystic ducts. It was thought that the peritonitis was 
secondary to the ductal stone and _ obstructive 
jaundice. —Lockert B. Mason, M.D. 


Operative Cholangiography. W. C. MacCarry, Jr. 
and G. E. Cricxarp. Radiology, 1957, 69: 236. 


DuRING THE YEARS 1950 to 1955 inclusive, 180 opera- 
tive cholangiograms were obtained by the surgical 
staff and interpreted by the radiological staff of the 
Mary Hitchcock Memorial Hospital in Hanover, New 
Hampshire. During this period there was a steady in- 
crease in the number of patients treated surgically for 
gallbladder disease, but the incidence of operative 
cholangiography increased out of proportion to this 
upward trend in surgery for conditions of the gall- 
bladder. 

In 1950 and 1951, 14 per cent of 113 patients sub- 
jected to gallbladder surgery had operative cholangiog- 
raphy; whereas in 1954 and 1955 there was a 60 per 
cent incidence of operative cholangiography among 
195 patients. 

The authors list four objectives of operative cholan- 
giography: (1) to avoid unnecessary common duct 
surgery, particularly in the poor-risk patient, (2) to 
check the ducts after choledochostomy before closing 
the abdomen, (3) to serve as a pre-exploration map to 
reveal congenital anomalies in the duct system, and 
(4) to detect residual stones, cystic duct stumps, and 
pancreatic duct abnormalities in patients who are 
undergoing an exploration for the postcholecystectomy 
syndrome. 

Analysis of the 180 operative cholangiograms re- 
vealed that 110 were normal including those of 13 pa- 
tients who were explored in spite of normal cholangio- 
graphic findings. Abnormal cholangiograms with sur- 
gical confirmation represented only 9 per cent of the 
total 180. More significant, and requiring further 
study, were the two groups with unsatisfactory ex- 
aminations and erroneous diagnoses, 21 and 9 per 
cent, respectively. With greater experience there have 
been fewer unsatisfactory examinations and erroneous 
diagnoses. During 1955, 50 operative cholangiograms 
were done with only 14 per cent unsatisfactory ex- 
aminations and 4 per cent errors. 

Reasons for unsatisfactory films in 21 per cent of the 
180 operative cholangiograms were (1) technical fac- 
tors: exposure, positioning, motion; (2) superimposi- 
tion of tubes, instruments, spine, barium; (3) incom- 
plete filling: technique of injection, timing, catheter 
in duodenum; and (4) extravasation of dye. Errors in 
diagnosis were explained as being due to gas bubbles 
or spasm. 

The authors conclude that with improvements in 
technique and with added confidence in operative 


cholangiography, a majority of unnecessary common 
duct explorations may be avoided. 
—Gilbert S. Campbell, M.D. 


Hemorrhagic Pancreatitis Following Common Bile 
Duct Exploration. Davin B. HinsHaw and Cavin 
Epwarps. West. 7. Surg., 1957, 65: 241. 


AcUTE HEMORRHAGIC PANCREATITIS is an uncommon, 
but serious complication, sometimes following upper 
abdominal surgery, particularly gastric resection for 
duodenal ulcer, and direct operations on the biliary 
tract. When this complication follows direct biliary 
tract surgery it is usually associated with either sphinc- 
terotomy or the placement of a long-armed T-tube or 
catheter through the ampulla of Vater. 

The authors report 2 cases of acute, fatal, hemor- 
rhagic pancreatitis following simple exploration of the 
common duct alone. It was thought that this compli- 
cation was probably due to edema in the region of the 
pancreatic duct following common duct instrumenta- 
tion. 

Early, persistent, copious serosanguineous _peri- 
toneal drainage either from around a T tube or from 
other upper abdominal drains is suggestive of develop- 
ing hemorrhagic pancreatitis. This suggestive drain- 
age usually precedes the phase of shock and collapse. 

An awareness of this unusual, but serious complica- 
tion of common duct exploration emphasizes the im- 
portance of gentle manipulation, dissection and in- 


‘ strumentation in this surgical area. 


— Benjamin Goldman, M.D. 


Reflux Along the Duct of Wirsung and Pancreatitis; 

Analysis of a Second Series of 400 Cases of Cholan- 

iographic Reflux Along the Duct of Wirsung (Re- 

ux Wirsungie et pancréatites; analyse d’une deuxié- 

me série de 400 cas de reflux cholangiographique dans 

le canal de Wirsung). P. MALLET-Guy and F. Grurta. 
Lyon chir., 1957, 53: 481. 


THE PATHOLOGIC SIGNIFICANCE of reflux of bile into 
the pancreatic duct has long been debated. Doubilet 
and Mulholland have stated that this reflux occurs 
when the common channel of the biliary and pan- 
creatic ducts is blocked by a spasm of the sphincter of 
Oddi, and that this gives rise to the syndrome of 
chronic recurrent pancreatitis. It is on this basis that 
they recommend sphincterotomy for patients with 
this disease. The authors, however, feel quite differ- 
ently about this problem, and do not believe that so 
complex a situation can be so simply resolved. 

A dystonia of the sphincter, either hypotonia or 
hypertonia, has been shown to cause the reflux of bile 
into the pancreatic duct. The following changes in 
the pancreas have been found: a fine pericanalicular 
sclerosis, the presence of intralobular fat vesicles, ab- 
sence of vascular and nervous lesions, and the ap- 
pearance of acidophilic cells. These changes are quite 
different from those seen in cases of postnecrotic (or 
postedematous) chronic recurrent pancreatitis. 

In order to elucidate the role of reflux in the pro- 
duction of chronic recurrent pancreatitis, the authors 
undertook the following study. During the course of 
2,220 operations, cholangiography and manometric 
determinations of the biliary tree revealed 400 in- 
stances of reflux into the duct of Wirsung (18 per 
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cent). Sixty cases were discarded, which left 340 for 
study purposes. Biopsies of the pancreas were ob- 
tained, as part of a thorough examination of the 
pancreas, when indicated. One hundred and nine of 
the patients had chronic pancreatitis, 13 of the non- 
canalicular type, i.e., having all the characteristics of 
chronic recurrent pancreatitis with diffuse involve- 
ment. Ninety-six had the canalicular type, almost al- 
ways localized to the head of the gland. On the basis 
of the pressure in the biliary tree and the cholangio- 
graphic appearance of the ducts, the cases of reflux 
into the duct of Wirsung were classified into the 
following five groups (The 13 patients with chronic 
recurrent pancreatitis are not included). Normal 
pressure of the common bile duct was taken as 7 to 
15 cm. of water. 


Per cent 

1. Normal choledochal pressure, normal appearing 

2. Isolated hypotonia (dilatation) of the pan- 

3. Isolated biliary hypotonia.................. 71 (21) 
4. Combined biliary and pancreatic hypotonia... 89 (27) 
5. Increased choledochal pressure.............. 57 (18) 


In the first group, no pathologic alteration was 
noted in the 10 patients that were biopsied. The find- 
ings in the second group were explained on the basis 
of a selective dysfunction of the pancreatic portion of 
the sphincter of Oddi. The 9 biopsies obtained in this 
group showed insignificant changes. In the 70 observa- 
tions in the group with isolated decreased biliary 
pressure, pathologic lesions were only rarely found in 
the pancreas. Eleven patients had gross changes. 6 had 
biopsies, of which 4 showed reflux pancreatitis. 

In the fourth group, in which both the choledochal 
and pancreatic ducts were hypotonic, 78 per cent of 
the examined pancreatic glands had the characteristics 
of pancreatitis. In 52 patients biopsies were obtained; 
all showed the typical appearance of pancreatitis. The 
last group, composed of patients with increased biliary 
pressure, included 19 cases of pancreatitis. Of the 340 
patients with reflux who were studied, only 13 had 
typical chronic recurrent pancreatitis. 

These findings, in contrast to those of Doubilet and 
Mulholland, confirm the importance of the role of 
hypotonia of the sphincter of Oddi in causing “‘cana- 
licular”’ pancreatitis. Eighty per cent of the last group 
had such lesions. The role of obstruction at the 
sphincter, produced most often by stones rather than 
by fibrosis, has been shown to be of less significance. 

The authors also studied the phenomenon of the 
“common channel,” which they found in 40 instances. 
They concluded that it was an artefact in each instance. 

—J.C. Rosenberg, M.D. 


Cauterization of Pancreatic Pseudocysts (Zur Therapie 
der Pankreasnekrose; eine einfache operative Be- 
handlungsart der Pankreaspseudozysten). K. LENG- 
GENHAGER. Miinch. med. Wschr., 1957, 31: 1089. 


AT THE PRESENT TIME pseudocysts of the pancreas are 
being treated by either marsupialization or by anasto- 
mosis to various parts of the gastrointestinal tract. The 
disadvantages observed are: fistula formation after 
marsupialization, and residual spaces and/or infec- 
tion, and hemorrhage after anastomosis. Total re- 
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Fic. 1 (Morino e/ al.). Selective arteriographic picture 
of the trunk of the celiac artery; the three branches, espe- 
cially the lienal artery, are visualized. 


moval of the pseudocyst is almost never possible be- 
cause of the extensive adhesions to important ab- 
dominal structures. 

The author reports 3 cases of pancreatic pseudo- 
cysts cauterized either with saturated sodium chloride 
solution or with 20 per cent sodium hydroxide. In 
each case the pseudocyst was opened, and a necrotic 
segment of pancreatic tissue from the base of the cyst 
removed. Then the inner surface of the cyst was 
treated with saturated sodium chloride and with tinc- 
ture of iodine in cases 1 and 2, and with 20 per cent 
sodium hydroxide in case 3. Subsequently, the cyst 
was imbricated and the lumen partially, or com- 
pletely, obliterated with catgut sutures. Case 1 pre- 
sented primary healing, case 2 had mild drainage for 
14 days postoperatively and in case 3 the cyst failed to 
close completely and 3 months after operation pre- 
sented a residual cystic space containing 200 c.c. 
(original capacity of the cyst 4000 c.c.). The patient 
was reoperated upon and treated again in the same 
manner as before, with primary healing this time. 
There have been no recurrences 4, 3, and 1.5 years 
after operation, respectively. 

—Gunars Medins, M.D. 


Radical Resection of the Head of the Pancreas and 
of the Duodenum for Malignant Lesions; Some 
Factors in Operative Technique and Preoperative 
and Postoperative Care, with an Analysis of 85 
Cases. Joun M. WaucH and Raymonp G. GIBERSON. 
Surg. Clin. N. America, 1957, 37: 965. 


RADICAL RESECTION of the head of the pancreas and 
of the duodenum for malignant lesions was done 85 
times at the Mayo Clinic up to January 1, 1953. For 
such an operation the patient should be properly pre- 
pared beforehand, and the removability of the lesion 
should be evaluated before resection is attempted. A 
one-stage procedure can be carried out, in most 
cases, with end-to-end pancreaticojejunostomy, and 
end-to-side choledochojejunostomy with a retrocolic, 
antiperistaltic gastrojejunostomy. 

The operative mortality rate in this series was 20 
per cent; however, in 24 one-stage operations for 
ampullary lesions there was one hospital death, a rate 


of 4.2 per cent. The postoperative care may be com. 
plex. Among 49 patients traced 3 years or more, the 
survival rate was 28.6 per cent. Of the 37 patients 
traced 5 years or more, 27 per cent survived. Among 
19 patients traced 5 or more years after operation for 
carcinoma of the head of the pancreas, the survival 
rate was 15.8 per cent. Among 13 patients traced 5 
or more years after operation for carcinoma of the 
ampulla, the survival rate was 38.4 per cent. 


Splenectomy for Dewarp O. Ferris, 
MALcoLM ARGRAVES, and CHARLES G. H, 
Menckss. Surg. Clin. N. America, 1957, 37: 1119. 


HIsTORICAL AND CLINICAL ASPECTS of hypersplenism 
have been reviewed. A variety of representative cases 
has been presented and discussed. Emphasis has been 
placed on the necessity of close co-operation between 
the hematologist and the surgeon. 

The records of 208 cases in which the diagnosis of 
hypersplenism was made and in which splenectomy 
was carried out without the administration of any 
form of steroid hormone therapy have been reviewed. 
The diseases included under primary and secondary 
hypersplenism are discussed as to incidence, age and 
sex of the patient, operative technique, weight of the 
spleen, postoperative days in the hospital, hospital 
deaths, and late results. 

It has been the authors’ experience that in primary 
hypersplenism the results of splenectomy alone were 
excellent in 72.5 per cent, good in 16.7 per cent, and 
of no value in 7.3 per cent of the cases. The mortality 
rate was 3.6 per cent. Satisfactory, although admitted- 
ly poor, results were obtained in the more difficult 
group of cases of secondary hypersplenism; failures 
occurred in 38.6 per cent. 

Although these results are far from perfect and the 
preoperative preparation of these patients with steroid 
hormone therapy may help greatly, the authors be- 
lieve this study shows that splenectomy is still the 
treatment of choice in the great majority of cases of 
hypersplenism; especially is this true in primary 
hemolytic anemia and primary thrombocytopenic 
purpura. 


MISCELLANEOUS 


Our Experiences with a New Method of Selective 
Abdominal Arteriography (Unsere Erfahrungen mit 
einer neuen Methode der selektiven abdominellen 
Arteriographie). F. Morino, A. Targuini, and C, 
Quacuia. Chirurg, 1957, 28: 152. 


THE AuTHORS, of the Surgical Department of the Uni- 
versity of Genoa, and of the X-ray Department of 
the University of Turin, Italy describe a new method 
which makes it possible to visualize selectively the 
various branches of the abdominal aorta. 

This method permits a much better study of arterial 
circulation in the individual organs than aortography. 
In aortography the contrast material is rapidly diluted 
by the blood stream and, for the most part, carried to 
the lower extremities without filling the abdominal 
vessels. Furthermore, numerous arteries are filled in 
aortography so that the pictures overlap and make in- 
terpretation difficult. These disadvantages are avoided 
in selective arteriograms (Figs. 1, 2, and 3). 
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Fic. 2. Selective arteriogram of the superior mesenteric 
artery. 


A cardiac catheter is inserted in the brachial artery 
and under fluoroscopic control advanced along the 
aortic arch to the abdominal aorta. At the level of the 
twelfth thoracic vertebra it can be guided into the 
celiac artery without difficulty because of the wide 
lumen of the vessel. Distal to this vertebra the cathe- 
ter can be inserted into the superior mesenteric, the 
renal, or the inferior mesenteric arteries. However, the 
lumbar, adrenal, and genital arteries are, in most 
cases, too narrow to admit the catheter. 

The authors state that selective abdominal arteriog- 
raphy is not dangerous and does not present great 
technical difficulties. They did 94 abdominal arterio- 
grams in 78 patients without any serious accidents. 

— Werner M. Solmitz, M.D. 


The Enterogenous Cystic Malformations, “Entero- 
cystomas,” of the Alimentary Tract (Die enterogenen 
cystischen Fehlbildungen ‘‘Enterocystome” des Ver- 
dauungstraktes). W. PenirscHkA and G. W. Rey. 
Langenbecks Arch. u. Deut. schr. Chir., 1957, 285: 240. 


On THE BASIS of 252 cases taken from the literature 
and two personal observations a summarizing repre- 
sentation of the pathogenesis, clinicopathology, and 
therapy of enterocystomas is given. 

Enterocystomas (intestinal cysts) are congenital 
fluid-filled sacs whose walls show more or less perfectly 
the structure of the intestinal tract. Especially in juve- 
nile patients, enterocystomas may lead to life-endan- 
gering conditions requiring prompt surgical attention. 

Enterocystomas are observed most frequently dur- 
ing the first year of life. The thorax and ileum are the 
most common locations. Retroperitoneal and anterior 
abdominal wall cysts also occur. In relation to the in- 
testinal wall, subserous and intramesenterial locations 
predominate. The cysts are usually one-chambered 
and not connected with the intestinal lumen. They 
vary greatly in size and can be large enough to fill the 
whole abdomen. Malignant degeneration of the 
enterocystoma has not been proved. 

There are several theories as to the embryonic origin 
of enterocystomas. There is no doubt about their close 
connection with the intestine. 
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Fic. 3. Selective arteriogram of a voluminous polycys- 
tic right kidney, characterized by the straight course of 
intraparenchymal branches and the failure of injection 
of secondary branches. 


Enterocystoma does not possess any characteristic 
symptoms. It can be compared with solid tumors in so 
far as the symptoms are predominantly caused by 
mechanical factors, size and location being of greatest 
importance. Correct preoperative diagnosis is extreme- 
ly difficult. 

The aim of surgical therapy is radical elimination 
of the cyst. In the case of intra-abdominal entero- 
cystomas the preferred method is resection of the cyst 
together with the pertaining segment of the intestine. 
The prognosis is poor in case of intra-abdominal and 
intrathoracic cysts. Without treatment all patients die. 
Since 1880, according to the statistics, 24 to 37 per 
cent of the patients with intra-abdominal and intra- 
thoracic cysts have died postoperatively. 

—Victor R. Jablokow, M.D. 


Anatomic Basis and Technique of Left Hemicolecto- 
my for Cancer (Bases antomiques et technique de 
Phemicolectomie gauche pour cancer). P. BERTRAND, 
J. Francitton, E. Saupier, and H. Fernoux. Sem. 
hép. Paris, Ann. chir., 1957, 11: 907. 


IT Is ONLY QUITE RECENTLY that left hemicolectomy 
has been recommended for removal of cancers of the 
left colon. This technique is recommended now also 
for cancers of the sigmoid and rectosigmoid loop. In 
the present report, the authors describe the improve- 
ments in technique developed in their experience 
with 40 hemicolectomies from 1937 to 1956 (25 of the 
operations being completed in a single stage). The 
morphology and anatomic relations of the left colon 
and the left mesocolic layer, and the disposition of 
the blood vessels and lymphatics are described with 
illustrative diagrams. Difficulties may be encountered 
in penetrating into the posterior cavity of the omen- 
tum, in disinsertion of the gastrocolic ligament at the 
base of the greater curvature, in removal of the left 
gastroepiploic chain, in protecting the spleen, and in 
dividing the left phrenicocolic ligament under the 
left costo-diaphragmatic tent. The lymphatic pedicle 
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of the left colon is invaded in 15 to 20 per cent of 
cases. 

The technique for hemicolectomy for cancer of the 
upper portion of the descending colon is described in 
detail. The patient is placed in right lateral decubi- 
tus at an inclination of 45 degrees, with the surgeon 
at the right side. A bracket incision affords better ex- 
posure of the left hypochondrium and left subcostal 
space, where the left phrenicocolic ligament is divided 
under visual control following preliminary hemostasis, 
and permits protection of the spleen, mobilization of 
the lower sigmoid, and exposure of the upper rectum 
should anastomosis prove necessary. 

Primary ligation of the vessels is of importance in 
attempting to liberate the tumor and mobilize the 
mesocolon. In addition, primary ligation of the ves- 
sels permits a gradual adaptation of the collateral 
circulation so that once the left colon is liberated and 
hemicolectomy done, one may judge more accurately 
of the vitality of the two segments and thus possibly 
be in a position to perform a more economic resection. 


Following the primary ligation the transverse colon 
is liberated and the descending colon and left angle 
are mobilized. 

The mesocolon and left colon are then divided and 
a transverse sigmoid laterolateral anastomosis is insti- 
tuted. It is not considered imperative to protect the 
anastomosis. Following peritonization, the abdominal 
wall is closed in layers, the peritoneum with fine cat. 
gut, the transverse and minor obliquus muscles with 
fine metallic thread, and the obliquus major muscle 
with catgut. The skin is united with a few nylon su. 
tures after the cellular tissue is covered with penicillin 
powder. A cecostomy is performed in the right iliac 
region, and an anal dilatation finishes the operation, 
In subtotal resection of the distal colon a low division 
is made at the apex of the sigmoid flexure. In total 
resection, the large intestine is divided at the upper 
end of the rectum, in which case cecostomy is best 
replaced by a transverse colostomy. Each stage of the 
operation is illustrated diagrammatically. 

— Edith S. Moore 
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GYNECOLOGY 


UTERUS 


The Clinical Management of Tuberculosis of the 
Uterine Cervix (Klinik und Behandlung der Tuber- 
kulose des Gebaermutterhalses; Studie gestuetzt auf 
112 Faelle). F. NoGates and E. Vivar. Geburtsh. 
Frauenh., 1957, 17: 677. 


THERE ARE little more than 20 cases of tuberculosis of 
the cervix reported in the world literature, but the 
authors emphatically contradict the legend that the 
cervical canal is immune from tuberculosis. They 
have collected 450 cases of gynecologic tuberculosis 
from the files of the Second Gynecologic Clinic, Ma- 
drid, during the period from 1944 to 1956, and 112 of 
these involved the cervix, more often the endocervix 
(54.9 per cent) than the portio vaginalis. The age 
group of 20 to 35 included 82 per cent of the patients, 
and it appears that this is a disease of adolescence 
which does not become manifest until either a sterility 
problem arises, or secondary infections reactivate the 
tuberculous process which may have been present and 
latent for many years. Only 30 per cent of the 112 pa- 
tients had a history of tuberculosis in other locations. 
The menarche was generally 2 to 3 years late in these 
patients, and 40 per cent of the group had hypoplastic 
uteri, thus confirming a general belief that tubercu- 
lous manifestations in the genitalia occur early in the 
disease process, and, further, that ovarian dysfunction 
is frequent in pulmonary tuberculosis. In a different 
study the authors had shown that 42 per cent of 50 pa- 
tients with tuberculous endometritis had anovulatory 
menstrual cycles, and they believe that, in tubercu- 
losis, toxic substances influence subcortical and pitui- 
tary function in a manner which is apt to delay genital 
maturation. 

Tuberculous cervicitis does not usually cause bleed- 
ing and 35 per cent of the patients in this series were 
amenorrheal. ‘This fact should not be attributed to 
destruction of the ovaries, of which there was hardly 
any evidence. In practically every operative specimen 
involvement of either tubes or endometrium could be 
proved. Ninety per cent of the patients had leucor- 
thea, and bleeding after the attempt to wipe off the 
tenacious mucus was considered an important diag- 
nostic sign of this disease. If fistulous tracts are present, 
tuberculosis should be suspected. The authors do not 
place much confidence in the bacterial investigation 
of menstrual blood, cervical secretions, and the blood 
collected after cervical biopsy, but make frequent use 
of microcurettage. Thickening of the endocervical 
mucosa is typical for tuberculosis, and it is interesting 
to note that adenomatous cervicitis is often associated 
with tuberculous endometritis. There are 2 cases of 
carcinoma in conjunction with cervical tuberculosis 
included in this clinical material, and 2 cases of tuber- 
culosis in the cervical stump after subtotal hysterec- 
tomy. 

Surgical treatment of this condition is advisable 
only after intensive chemotherapeutic management, 
and only if it can be radical. When the diagnosis has 
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been made at the time of laparotomy, the abdomen 
should be closed, and conservative treatment under- 
taken first. Streptomycin is still the most potent of the 
antituberculous agents and is usually combined with 
hydracid (INH). —W. Dieter Bergman, M.D. 


Mesenchymal Tumors of the Uterus Resembling the 
Hemangiopericytoma. L. Micnarts and F. A. 
Lanc.ey. 7. Obst. Gyn. Brit. Empire, 1957, 64: 561. 


In 1942 SraRLAN Murray described a tumor char- 
acterized by profuse proliferation of the capillaries, 
between which there were spindle-shaped or round 
cells. These tumors resembled the epithelioid areas of 
the glomus tumor, which had been previously shown 
by the same authors to yield cells in tissue culture 
similar in appearance to pericytes. It was, therefore, 
suggested that the new tumor type consisted of a pro- 
liferation of capillaries together with their surround- 
ing pericytes, and the term hemangiopericytoma was 
applied. 

More than 100 hemangiopericytomas have now 
been collected by Stout. The sites have included the 
uterus, neck, arm, popliteal space, tongue, triceps 
muscles, omentum, pericardium, and also the elbow 
of a dog. Ten of the cases have shown signs of malig- 
nancy, including invasion and metastasis. The authors 
had a case in 1955 of which they could make no posi- 
tive diagnosis. They wrote this article to draw atten- 
tion to these tumors and discuss their interpretation. 

It is pointed out that there are no special clinical 
features which distinguish these tumors from leiomy- 
omas of the uterus. In microscopic appearance they 
resemble myomas. However, the cut surface usually 
has a yellow appearance. In histological appearance 
the nuclei of the cells range from round to spindle- 
shaped and show a fine chromatin pattern. There is a 
single small nucleolus and a well marked nuclear mem- 
brane. No mitoses were found in the cases described 
by these authors after careful search, except in case 5 
in which the patient developed metastasis and which 
will be described later. The cytoplasm is very scanty, 
and where detectable it may ¢tain red with eosin or 
Lendrom’s modification of the Mallory stain. The 
silver stain always shows fine reticular fibers between 
the cells. Many tumors show dense bands of hyalin 
connective tissue and in most there is a minor degree of 
lymphatic infiltration. All of the tumors show marked 
proliferation of the capillaries, giving an appearance 
identical to that of Stout’s hemangiopericytoma. 

There is a great variation in the microscopic de- 
scription of the cases, which these authors have re- 
viewed in their own study. 

As an unusual case they present that of a woman 
who was operated upon in 1951, in July, for what ap- 
peared to be a fibroid tumor. Her ovaries were left 
in situ. Two years later, in February of 1953, a firm 
round mass was discovered rising from the pelvis and 
operation revealed bilateral ovarian tumors, which 
were removed. In January of 1956, 3 years later, the 
patient was reported alive and well. 
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The microscopic appearance of the uterine tumor 
and metastatic tumors to the ovaries was that of com- 
pact globules of mesenchymal cells separated by bands 
of myometrial ovarian and omental tissue. Continuity 
could be traced at one point to the normal surface of 
the endometrium. There were very occasional mitoses 
found in this tumor. The tumor cells were fairly uni- 
form and spindle-shaped, with vesicular nuclei show- 
ing prominent nucleoli. In the ovarian and omental 
deposits the growth showed an obvious rich vascular- 
ity. 

The authors regarded this case as a typical one of 
stromatous endometriosis. The multifocal tumor de- 
posits in the endometrium were characteristic of that 
condition, while the development of the metastasis 
was a well recognized complication. 

Although the authors admit that the findings of the 
hemangiopericytoma in large numbers, as listed by 
Stout, warrant their being considered a diagnostic 
entity, the finding of uterine tumors which appear to 
be mixed hemangiopericytomas raises difficulties in 
interpretation. At least three hypotheses are possible: 

1. True hemangiopericytomas occur in the uterus. 

2. The hemangiopericytoma pattern is really a 
variant of the true myoma. 

3. The pattern attempts a reproduction of the 
endometrial stroma. 


The authors discussed the cases in their own labora- | 


tory to illustrate these points. Illustrations accompany 
this article to show the various microscopic differ- 
entiation mentioned. 

In their conclusions they stress the difficulty of 
exact histologic diagnosis of undifferentiated and 
apparently nonmalignant mesenchymal tumors of the 
uterus. It is their suggestion that the hemangiopericy- 
toma appearance of the uterine neoplasm could also 
be interpreted either as an attempt at the production 
of endometrial stroma or as an atypical leiomyoma. 

—Robert J. McNeil, M.D. 


Trial of Medical Treatment of Uterine Fibroma with 
a Combination of Para-oxy-propiophénone and 
Androgens. (Essai de traitement curateur du fibrome 
utérin par lassociation para-oxy-propiophénone et 
androgénes). M. Gaupgrroy and L, Roy. Rev. fr. gyn. 
obst., 1956, 51: 365. 


‘THE SUCCESSFUL USE of a combination of para-oxy- 
propiophénone and androgens for hyperestrogenic 
states prompted a trial of these medications for uterine 
myoma. Clinical experience now indicates that the 
most favorable response may be expected when the 
myomas are up to 10 centimeters in diameter or the 
uterus is diffusely involved with many small myomas. 
It has been found through the use of hysterography 
that some lesions will not respond. They include the 
following: fibrous endometrial polyps, submucous 
myomas, pedunculated subserous tumors, intraliga- 
mentary leiomyomas, and myomas which because of 
their size cause symptoms by visceral compression. 

One to 1.5 grams daily of para-oxy-propiophénone 
are given in 4 to 6 divided doses. This medication 
should not be employed if there is any question as to 
the liver function. Testosterone is given intramus- 
cularly using 25 mgm. per week for 2 months and then 
the dose is halved. When a favorable response is ob- 


tained, the testosterone is discontinued. The therapy 
should be employed for a minimum of 18 months, 

The response may be noted in two phases. At first 
there is a symptomatic improvement. Menstrual 
periods become normal in quality and regularity, 
After at least 1 year, the uterus will become smaller 
and the tumors will decrease in size. 

The mode of action of these medications is uncer- 
tain. Three possibilities are considered: first, there 
may be inhibition of gonadotrophins; second, there is 
apparently an inhibition of mitoses; and third, there 
may be an increase in adrenocorticotrophic hormones 
with increased adrenal steroids which may have an 
effect upon the myomas. 

The treatment has been evaluated in 25 selected pa- 
tients. Five who were followed up until the time of the 
menopause, have had a dramatic response. There has 
been a marked reduction in the size of the myomas in 
8 patients. The others were considered to have a 
favorable response. —George C. Lewis, Jr., M.D. 


Mass Screening of the Total Female Population of a 
County for Cervical Carcinoma. HERBERT E. Ni- 
BuRGS, INGRID STERGUs, EVELYN M. STEPHENSON, and 
B. Lester Harsin. 7. Am. M. Ass., 1957, 164: 1546, 


In 1951 FLroyp County, Georgia was selected be- 
cause of its static female population of 15,000 to 
20,000 women (over the age of 19) for a systematic 
mass cytological survey for cervical carcinoma. All 
logical facilities were mobilized to attract every 
woman to a physician’s office or to special centers for 
cervical smears. The standardized technique em- 
ployed a speculum, and a cotton applicator. If the 
speculum was neglected the pick-up rate was reduced 
50 per cent as the material was usually from the pos- 
terior fornix. As the study progressed a technique was 
developed which permitted the smears to be air-dried 
and then directly mailed to the county pathologist. 
Finally some of the women could be included only by 
giving them a specially prepared tampon accompan- 
ied by a device for automatically preparing smears. 

Between September, 1951 and December, 1955 a 
total of 27,894 tests were carried out on 17,761 women. 
This was almost the entire adult population of the 
county. Of these, 25,442 were direct smears and 2,472 
were obtained by the special tampon method. 

Of the 17,761 women screened, there were 117 with 
smears containing cancer cells (a rate of 6.6 per 1,000). 
Confirmatory biopsy specimens were sought in all 117 
but were obtained in only 84. An in situ lesion was 
found in 56 (3.9 per 1,000) and an invasive lesion 
was found in 28 (1.6 per 1,000). 

There was a significant correlation of age with 
lesion type. The largest number of in situ carcinomas 
was found in the 41 to 50 age group (5.5 per 1,000 of 
those between 41 and 55 years of age). Among those 
over the age of 60 the rate of in situ carcinoma was 
5.8 per 1,000, whereas the rate of invasive carcinoma 
was 8.2 per 1,000 in those over 60 years of age. The in 
situ lesions were asymptomatic in 92 per cent while 
the invasive lesions were symptom free in 35 per cent. 

Of those whose initial smears were negative, 16 later 
manifested positive smears on follow-up studies. An 
annual incidence rate of 1.8 carcinomas in situ per 
1,000 was calculated. 
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Regarding the special tampon kits, there were 
2,472 submitted smears of which 28 per cent were 
unsatisfactory in that no endocervical material was 
included on the smear. There were only vaginal 
squamous cells. It is interesting to note that a total of 
11,000 tampon kits had been distributed in the county. 

The authors state that these rates are, of course, 
unique to the circumstances and to the population 
screened; nevertheless, they feel that they reflect fairly 
accurately the situation across the entire United 
States. —Everett Shocket, M.D. 


The Value of Routine Cervical Smears in the De- 
tection of Incipient Cervical Carcinoma in Preg- 
nant Women. THomas A. SLATE, Purvis L. MARTIN, 
and Joun W. Merritt. Am. 7. Obst., 1957, 74: 344. 


CERVICAL SMEARS have proved of definite value in 
detecting incipient invasive carcinoma and premalig- 
nant lesions in this series of 5,935 pregnant patients. 
From January, 1951 through December, 1955 cervical 
smears from these patients were taken routinely and, 
when possible, periodically. The slides were scrutinized 
at the Gynob Cytological Laboratory in California. 

Forty-five abnormal smears were detected among 
the 5,935 pregnant women screened. Twenty-two 
were designated as class 3, that is, “equivocal with 
benign atypical hyperplasia or premalignant dysplasia 
and possibly preinvasive carcinoma.” Fourteen were 
designated as class 4, that is, “probable carcinoma— 
most often carcinoma in situ.”” Nine were designated 
as class 5, that is, “definite evidence of carcinoma, 
either in situ or invasive carcinoma.” All cervices of 
class 3 or greater were biopsied. Usually this was done 
6 weeks postpartum. Class 5 cervices, however, were 
biopsied more promptly. 

Of the 9 patients with a class 5 smear during preg- 
nancy, 4 had preinvasive carcinoma and 2 had in- 
vasive carcinoma on biopsy. Two were lost to follow-up. 
Among 14 with class 4 smears there were 7 with pre- 
invasive carcinoma, 4 with dysplasia, 1 with invasive 
carcinoma, and 2 lost to follow-up. Of the 22 with 
class 3 smears, there were 7 that had reversion of their 
smears to negative after delivery. Nine patients were 
lost to follow-up. Of the remaining 6, one was found 
to have atypical dysplasia on biopsy, 3 proved to have 
premalignant dysplasia, and 2 were found to have 
preinvasive carcinoma. 

In all, 13 preinvasive and one early invasive car- 
cinoma (clinically unsuspected) were found as a result 
of these routine cervical smears in a group of 5,935 
pregnant women. The authors conclude that cervical 
smears are as valuable in pregnancy as in the non- 
pregnancy state in detecting cervical carcinoma. 

—Everett Shocket, M.D. 


The Value of Microscopic Examination of the Para- 
metrium of Surgically Removed Specimens of 
ical Carcinomas for the Determination of the 
Degree of Infiltration. (Die Wertung der histologis- 
chen Untersuchung der Parametrien beim operierten 
Kollumkarzinom im Hinblick auf die Feststellung des 
Ausbreitungsgrades). K. H. Bruntscu. Geburtsh. © 
Frauenh., 1957, 17: 518. 


Tue PROBLEM of the evaluation of extension of a tumor 
into the parametrium is discussed. Especially, the dis- 
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TABLE I.—EXTENSION OF THE CARCINOMA INTO 
THE PARAMETRIUM AS DIAGNOSED BY CLINICAL 
AND HISTOLOGICAL EXAMINATION 


Vaginal radical hysterectomy. 115 
Bimanual examination “negative”.................... 71 
Microscopically positive for cancer.................. 11 
Bimanual examination “positive”..................... 44 
Microscopically positive for cancer.................. 14 
No pathologic condition found microscopically... .... 12 


crepancy between the clinical and histologic findings 
is studied. 

Since 1953, detailed microscopic examination of 
the parametrial tissue has been carried out in all cases 
of radical hysterectomy by the author in order to gain 
information about the spread of the carcinomatous 
growth. Sections were made from the parametrium 
close to the uterus and another from that close to the 
pelvic wall. Of the 115 surgical specimens there were 
25 with carcinomatous infiltration. (20 unilateral, 5 
bilateral). In only a small percentage was there ex- 
tensive infiltration and it was found only in that part 
of the parametrium which is close to the uterus. The 
extensive inflammation, in which lymphocytes and 
plasma cells, especially, are seen, is striking in these 
cases. In most cases, however, small conglomerates 
of cancer cells were seen. Clinically there were negative 
findings in 71 specimens, in 11 of these tumor masses 
were seen in the parametrium; however, sometimes 
they were very small. In 44 cases infiltration of the 
parametrium was felt on examination, but in only 14 
of these were tumor cells seen on microscopic examin- 
ation. In 18 inflammation accounted for the clinical 
findings. The results of a study by Lauterwein were 
interesting; in 160 surgical specimens a comparative 
result was obtained only in 94. The 39 cases, clinically 
diagnosed as stage III, in which no tumor cells were 
found in the parametrium on microscopic examina- 
tion, are of the utmost importance. Extensive local 
inflammation was thought to be infiltration of the 
tumor into the parametrium. It is true without a 
doubt, that a carcinomatous extension on the para- 
metrium is diagnosed too frequently upon the bi- 
manual examination. The general cancer statistics 
therefore, show evidence of many sources of mistakes. 
The generally accepted procedure of dividing the dif- 
ferent cases into stages is important as many cases of 
cervical cancer can be treated by radiation. For those 
cases which are treated by surgery, however, the 
author suggests that all the instances in which the 
clinical classification and the histological findings dif- 
fer should be clearly indicated. 

— Sylvain Van De Rijn, M.D. 


Evaluation of the Combined Effects of Hematopor- 
phyrin and Radiation Treatment of Carcinoma of 
the Cervix. H. Patterson Mack, K. 
Georce C. Peck, and Frank H. J. Ficce. 
Cancer, Phila., 1957, 10: 529. 


IN TERMS OF techniques and equipment there are in- 
dications that the therapeutic efficiency of current 
radiation therapy is fast reaching a plateau. Rela- 
tively unexplored are methods to enhance the radia- 
tion susceptibility of neoplasms without increasing the 
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vulnerability of surrounding tissues. Such concepts 
fathered this study of hematoporphyrin. 

Hematoporphyrin was selected for study in 1950 be- 
cause of three facts. First, porphyrins were known to 
increase the photosensitivity of an organism to ultra- 
violet and to blue light. The mode of operation of 
ultraviolet rays on biological systems does not differ 
too much from that of roentgen rays. In partial sup- 
port of this was the evidence that fluorescein employed 
concomitantly with radiation had a favorable effect. 
Hematoporphyrin, too, produces fluorescence. 

Second, hematoporphyrin is an established car- 
cinogen and there is evidence that some carcino- 
genic agents have a reverse effect on established 
tumors. Roentgen rays, for instance, are clearly car- 
cinogenic yet act as a carcinolytic agent once a tumor 
is established. 

Third, hematoporphyrin has been shown to local- 
ize selectively in neoplastic tissue. 

Twenty-five patients with carcinoma of the cervix 
(1 adenocarcinoma) constituted the group that was 
given hematoporphyrin. Eighteen received radium 
and roentgen-ray treatment; 2 received radium only; 
2 patients with Stage 1 lesions received radium, fol- 
lowed by a Wertheim operation. Three patients had 
failed to respond to an initial course of radium and 
were being retreated with radium. All 25 were given 
hematoporphyrin throughout the period of radium 
and roentgen-ray therapy. Ten mgm. were given in- 
travenously each day of the roentgen-ray therapy and 
20 mgm. were given intravenously on the day after, on 
the day prior to, and on the day of, radium implanta- 
tion. 

The efficacy of the hematoporphyrin was ascer- 
tained by surveying charts and determining the ear- 
liest appearance of clear-cut tumor regression as noted 
by a clinical staff who, for the most part, were un- 
aware of which patients were receiving hematopor- 
phyrin. When an obvious tumor was first depicted 
on the chart as regressing; or when an invasive tumor 
was described as forming a crater; or when an ulcer- 
ating neoplasm was thought to have decreased in size, 
then, the time since onset of therapy was noted. This 
constituted the so-called initial-response time. ‘Those 
receiving hematoporphyrin had a median initial- 
response time of some 25 days, whereas, a control 
group (radium without hematoporphyrin) had a me- 
dian initial-response time of some 39 days. ‘The au- 
thors state that this difference is statistically signifi- 
cant. 

With regard to survival, however, there was no im- 
provement with hematoporphyrin. A comparison as 
to survival rate was made with a control group of 
analogous patients treated by similar techniques but 
without hematoporphyrin. There was no real differ- 
ence in survival rates. 

On the other hand it was found that patients who 
were treated with hematoporphyrin tolerated the 
radiation therapy more readily. There was even mild 
euphoria and an associated “‘let-down” upon discon- 
tinuance of the drug. On rare occasions significant 
depression actually followed the cessation of the medi- 
cation. Other untoward reactions include that of 1 
patient who experienced a significant unexplained 
hypotension and the dangers of exposure to sun 


(photosensitization) of which all patients were re. 
peatedly warned. 

The authors emphasize the preliminary nature of 
these findings. —Everett Shocket, M.D. 


niet Treatment of Carcinoma of the Cervix 

(Tratamiento quirirgico del carcinoma del cervix 
uterino). GuILLERMO Lépez-Escopar. Universitas, 
363. 


Durinc the 12 year period from 1947 to 1955, 90 
patients with carcinoma of the cervix were treated 
surgically at the Department of Gynecology of the 
National Institute of Cancerology in Bogota, Colombia. 

The majority of patients ranged in age from 35 to 
40 years; all of them were parous women. Six patients 
were pregnant and 27 patients were menopausal. 
Only 12 patients sought medical consultation within 
3 months after the appearance of symptoms. 

One case was classified as Stage 0, 48 cases as Stage 
I, and 39 as Stage II. The 2 unclassified patients were 
treated by radiotherapy prior to surgery. There were 
2 cases, Stage II, of carcinoma of the cervical stump. 

Histologically, 82 were squamous cell carcinoma; 
8 were adenocarcinoma. Lymphatic metastases were 
found in 9.7 per cent of the patients with Stage I 
lesions and 21.9 per cent of those with Stage II lesions, 

Radical abdominal salpingohysterectomy (Wert- 
heim) was the operation of choice in most instances. 
In 9 cases, a salpingohysterectomy without lympha- 
denectomy was done. On 3 patients the radical opera- 
tion was performed via the vaginal tract (Schauta). 

There was a postoperative mortality rate of 5.5 per 
cent. Shock was observed in 3 patients, subcutaneous 
emphysema in 1, and acute nephritis in another. 
Urinary fistulas occurred in 15.5 per cent of the 
patients. 

Twelve patients were followed up for 5 years, at the 
end of which time 8 of them (66.6 per cent) were free 
of recurrence. A total of 51 patients were followed up 
for 1 or more years. There was a 10 per cent rate of 
recurrence in the group with Stage I lesions and 30 
per cent recurrence in those with Stage IT lesions. 

— Mansur Taufic, M.D. 


Papillary Adenocarcinoma and Solid Mucocellular 
sa of the Uterus (Papillaeres Adeno- und 
solides mucozellulaeres Carcinom des Corpus uteri). 
K. H. Reter and H. Arasin, Arch. Geschwulstforsch., 
1957, 132. 


MUucOcELLULAR CARCINOMA located near the cervix of 
the uterus is an unusual finding, but the combination 
of the adenocarcinoma and a solid mucocellular car- 
cinoma is certainly rare. The author presents a case 
of a woman, 60 years of age, who, because of post- 
menopausal bleeding, was admitted to the hospital for 
dilatation and curettage. Histologic examination of 
the endometrium which was obtained revealed car- 
cinoma. Total hysterectomy with bilateral salpingo- 
oophorectomy was performed. No metastases or in- 
duration of the surrounding organs were found. 

In the fundus of the uterus was a small fibroid. 
There was no pathologic condition in either adnexa. 
Beneath the left tubal ostium there was a papilliform 
nodule, not larger than a pea and a similar one 
medial from the same ostium. This tissue was some- 
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what friable. The rest of the uterine cavity was smooth 
and lined with atrophic endometrium. 

In the lower part of the uterus, between the internal 
osand the aforementioned nodules, there was a yel- 
lowish mass within the uterine wall, which protruded 
slightly into the uterine cavity and was the size ofa 
Lima bean. This tissue was more elastic and defi- 
nitely distinguishable from the two nodules. Inside 
the myometrium there was a thin bridge between the 
lower tumor and the 2 nodules. 

Microscopic examination revealed the two nodules 
to consist of adenocarcinoma at the periphery but in 
the deeper layers the glandular structure was dis- 
rupted by masses of cells that compressed _ the glan- 
dular epithelium to a single layer of cells. These solid 
masses of cells were well demarcated from the glan- 
dular epithelium as well as from the adjacent stroma. 
The cells in these solid masses were enlarged and 
filled with a homogenous substance; the nuclei were 
pushed against the cell membrane, flattened out and 
frequently resembled typical signet cells. ‘The mucin- 
carmine staining was only slightly positive, as a result 
of the low grade of differentiation seen in the tumor 


The problem of whether there were 2 separate 
tumors, or whether this was a case of a dimorphic 
form of an endometrial carcinoma is discussed. 

—Sylvain Van De Rijn, M.D. 


Endocrine Abnormalities Accompanying Human 
Endometrial Cancer. SHELDON C. SomMERS and 
Witttam A. MeEIssNeR. Cancer, Phila., 1957, 10: 516. 


WoMEN WITH ENDOMETRIAL CANCER Often are sterile, 
obese, diabetic, and hypertensive. Sometimes they 
have a background of endometrial hyperplasia asso- 
ciated with an ovarian abnormality termed “‘cortical 
stromal hyperplasia.” Clinically and pathologically, 
numerous stigmata of endocrine disease are evident 
on careful examination, which suggests that hormonal 
factors play an important part in the pathogenesis of 
endometrial carcinoma. Genetic predisposition is also 
likely to be involved. 

The present pathological study of endocrine glands 
and target organs is based upon autopsy examinations 
of 38 women with endometrial cancer, including 32 
adenocarcinomas, 4 carcinomas simplex, one adeno- 
acanthoma, and one sarcoma. All the available tis- 
sues, including surgical material from previous opera- 
tions, were scrutinized microscopically. A series of 136 
women 45 years of age or older who had no cancer at 
autopsy served as noncancer controls. Clinical his- 
tories were abstracted for both groups. 

In 38 women with endometrial cancer studied at 
autopsy, hyperplasias of ovarian cortical stroma and 
adrenal cortex were relatively frequently observed as 
compared to the findings in the noncancerous control 
patients. In 10 cases in which pituitary glands were 
available, increased percentages of hyaline basophil, 
hypertrophic amphophil, and normal basophil cells 
were found, as compared to the differential counts of 
endocrinologically normal women. Changes found in 
the endocrine glands and target organs of the patients 
with endometrial cancer support a hypothesis of 
primary pituitary and ovarian hyperfunctional activ- 
ity with continuous estrogenic stimulation of the endo- 
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metrium and followed later by pituitary and adreno- 
cortical hyperactivity. 

The development of cancer, diabetes mellitus, and 
other metabolic abnormalities are discussed and cor- 
related with the pathological endocrine changes ob- 
served. —Fohn R. Wolff, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Metastatic Carcinomas of the Ovary (Carcinomas 
metastasicos del ovario). JuAN C. AHUMADA, JUAN 
Luis Sarp1, and Menycua. Turkiectaus. Rev. gin. 
obst., Rio, 1957, 100: 625. 


A TOTAL of 556 ovarian neoplasms were studied at the 
Department of Gynecology, University of Buenos 
Aires, Argentina, between 1928 and 1956. 

Of the 128 cases of malignant tumors studied, 24 
were metastatic. The sites of the primary lesions were 
the stomach (33.3 per cent), the sigmoid colon (20.8 
per cent), the rectum (4.1 per cent), and the gall- 
bladder (4.1 per cent). In 9 instances the primary 
tumor could not be found at exploration. In no in- 
stance was the mammary gland the source of the 
metastasis. 

The highest incidence of ovarian tumor occurred in 
patients in the fifth decade—90 per cent of them were 
between 31 and 60 years of age. Eighteen of the 24 
metastatic tumors were bilateral. : 

These tumors were most often spherical or oval in 
shape, dark yellow in color, and hard in consistency. 
Histologically, the lesions were most frequently either 
mucoid adenocarcinomas (50 per cent) or Kruken- 
berg’s type tumor (33.3 per cent). The uteri were 
frequently found to be increased in size and in con- 
sistency; however, only rarely was metastasis found in 
this viscus. Metastatic nodules were often seen in the 
pelvis and greater omentum. 

Eleven patients were subjected to total hysterec- 
tomy and bilateral salpingo-oophorectomy, and 6 to 
bilateral oophorectomy alone. In 2 instances, the 
sigmoid colon, which was the site of the primary 
lesion, was resected with the uterus and both ad- 
nexae. Five patients were considered inoperable; in 
these, only a biopsy was done. 

Sixteen patients died in a short period of time. The 
remaining cases were not followed up, but were in 
poor condition when they left the hospital. 

— Mansur Taufic, M.D. 


EXTERNAL GENITALIA 


Therapy of Malignant Melanoma of the Female 

Genitalia (Zur Timsapie des Melanomalignoms am 
Genitale der Frau). HERBERT BétrTcER. Geburtsh. 
Frauenh., 1957, 17: 716. 


THE GREAT RARITY (30 cases in the world literature) 
of malignant melanoma of the vulva and vagina, and 
its very poor prognosis justify complete reporting of all 
cases and of all hopeful therapeutic attempts—in this 
case the use of radioactive cobalt. A 66 year old para 
2, 13 years postmenopausal, was first seen in October, 
1953 after 6 months of local complaints. A black, 
round, elevated tumor of the left labium minus, ap- 
proximately 6 to 7 cm. in diameter was excised, and 
the left inguinal glands were removed 6 weeks later. 
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At that time a plastic container with radioactive co- 
balt (125 roentgens per hour at the surface) was left 
in the wound for 30 hours. Recovery and scar forma- 
tion were satisfactory, except for a small rectovaginal 
fistula. Right metastatic inguinal lymphadenopathy 
was treated in a similar fashion one year later, and 
the patient died 2 years after the original diagnosis 
from what appeared to be a cardiovascular accident 
(no autopsy). 

This combined treatment with excisional biopsy 
plus subcutaneous contact radiation appears logical in 
the light of recent investigations, which had revealed 
much better results with “intratumorous infiltration- 
implantation” (Kepp, Hartl and Miller, 1954) than 
with percutaneous conventional radiation of lymph 
gland metastases from carcinoma of the vulva. In this 
case no malignant tissue recurred in the inguinal area 
after cobalt radiation. 

There are 2 other cases reported in this article in 
which the tumor was extensive at the time of diag- 
nosis and widespread metastases led to fatal termina- 
tion, in the one case after radical vulvectomy plus ex- 
ternal radiation and in the other with cobalt contact 
radiation, which in this case obviously did not pene- 
trate deeply enough. —W. Dieter Bergman, M.D. 


Radiation Treatment of Malignant Tumors of the 
External Genitalia (Zur Strahlenbehandlung boes- 
artiger Geschwuelste der aeusseren Genitale). D. 
HorMann. Geburtsh. & Frauenh., 1957, 17: 725. 


THERE Is no general agreement concerning the treat- 
ment of malignant tumors of the vulva and perineum, 
considering their frequently multilocular origin, their 
fast extension into the lymph glands, and their relative 
radioresistance. The majority of authors favors surgi- 
cal excision as the main treatment as extensive radical 
procedures (Taussig) do not seem to justify the great 
risk to the usually older patients. The value of routine 
postoperative radiation is disputed, absolute cure rates 
varying between 26.6 and 29.3 per cent, while nearly 
everybody agrees that radiation alone is insufficient 
treatment with about 12.5 per cent 5 year cures. 
The author wants to prove from the records, for the 
period from 1945 to 1956, of the Goettingen Univer- 
sity Women’s Clinic that radiation can still be promis- 
ing if the surgical approach is impossible or imprac- 
tical. The material comprised 152 cases of cancer—126 
carcinomas of the vulva, 16 of the urethra, 4 of the 
clitoris, and 2 sarcomas of the vulva, one sarcoma of 
the urethra, and 2 melanomas. There were 5 patients 
under 30 years of age, 5 over 81 years, and the largest 
group of patients in any decade was 52 (34.2 per cent) 
between the ages of 61 and 70 years. The 2 youngest 
patients (5 and 8 years old) had sarcoma of the vulva. 
About one-half of the patients were given radiation 
only, the inguinal area being treated in all cases 
and sometimes an intravaginal conus; occasionally 
radium was used if the vagina was involved exten- 
sively, and sometimes radioactive gold and ‘“‘fast 
electrons” were used. Not enough time has elapsed to 
compute the absolute cure rates for both groups, but 
so far the 5 year survival rates were nearly parallel be- 
tween the group treated with radiation only (10 of 75 
patients) and the other group treated by electro- 
excision plus roentgen radiation (11 of 66 patients); 


however, the first group consisted of the more ad. 
vanced cases and had a higher rate of recurrence (21 
as compared to 6 in the surgical group). A series of 
illustrations is given in the original article to show 
that satisfactory functional and cosmetic results can 
be achieved with radiation, and also demonstrate that 
radiation treatment alone, if properly modified, does 
not have to be only palliative. 
—W. Dieter Bergman, M.D. 


Congenital Absence of the Vagina; an Analysis of 32 
Cases Corrected by the McIndoe Operation. Joun 
D. THompson, LAwrRENCcE R. WHARTON, SR., and 
Ricuarp W. Te LinpeE. Am. 7. Obst., 1957, 74: 397, 


THE UNFORTUNATE EMBRYOLOGICAL OMISSION of a 
vagina has stimulated the inventive genius of gyne- 
cological surgeons for the past half century. The 
methods recommended for the formation of an artifi- 
cial vagina have become simpler and safer and have 
yielded better results in time, but even today there is 
still no unanimity of opinion regarding the correct 
approach to the problem of vaginal aplasia. 

The comments made in this report are based on an 
analysis of 32 cases of congenital absence of the vagina 
seen in the Department of Gynecology at the Johns 
Hopkins Hospital, Baltimore, Maryland. In all 32 
patients a vagina was constructed by the method of 
Sir Archibald McIndoe. The first construction of a 
vagina by this method at the Johns Hopkins Hospital 
was done November 16, 1943. The last one was done 
on June 26, 1956. 

The McIndoe operation was used in 32 cases of 
congenital absence of the vagina with a successful re- 
sult in approximately 81 per cent. 

This operation is safe and efficient and is the opera- 
tion of choice provided the three cardinal principles 
are strictly adhered to: namely, dissection of an ade- 
quate vaginal space with good hemostasis, proper ap- 
plication of an inlay graft, and continuous dilatation 
until there is no tendency of the new vagina to become 
constricted. —John R. Wolff, M.D. 


Congenital Absence of the Vagina; Further Results 
of Treatment and a New Technique. Vircu S. 
CounsELLER and Frank S. Surg. Clin. N. 
America, 1957, 37: 1107. 


WE HAVE PRESENTED herein a new series of 43 patients 
treated for congenital absence of the vagina, from 26 
of whom we have had replies to personal follow-up 
questionnaires. There was no mortality. Subsequent 
secondary intestinal procedures were required by 4 
patients, all of whom were cured and are married and 
having normal coitus. Of the 22 respondents treated 
with the McIndoe primary operation only, 18 are 
married and report similarly successful results. P 

A minor modification of the Baldwin operation is 
presented, together with some considerations on the 
substitution of a segment of the sigmoid. 

Described also is a new operation for this defect, 
involving a skin graft over a sponge rubber stent. 
Since the 4 patients so treated were operated upon 
within the past year they are not included among the 
43 cases which were analyzed. However, it should be 
emphasized that the 4 patients were much more com- 
fortable, became ambulant early, and had a shortened 
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hospital stay. We believe this method should be the 
operation of choice and that intestinal replacement 
operations should be reserved for secondary procedures 
when such are required. 


The Surgical Treatment of Total Vaginal Prolapse 
After Previous Hysterectomy (Zur operativen Be- 
handlung von Scheidenprolapsen nach Totalexstir- 
pation des Uterus). K. J. ANsetmino. Geburtsh. 
Frauenh., 1957, 17: 501. 


ToTAL VAGINAL PROLAPSE after a previous hysterec- 
tomy is not too frequent. The treatment, in many 
instances, however, gives considerable difficulty 

In many handbooks such as in that of Veit-Stoeckel 
and of Seitz-Amreich the treatment of this type of 
prolapse is not mentioned. The scar formation after 
hysterectomy usually keeps the vagina in place so 
well that many authors advocate performing a vaginal 
hysterectomy with their plastic operations. The 
author has not seen a single case of secondary vaginal 
prolapse in several hundred patients previously oper- 
ated upon by him. 

The principle of the surgical treatment for second- 
ary prolapse is the fixation of the vaginal wall over 
broad surfaces, after removal of abundant tissue. The 
author quotes the description of the technique of 
Marshall of Liverpool, England, as it was published 
in the American Journal of Obstetrics and Gynecology in 
1953. The author gives the results of two operations 
performed by him. The vagina was about 6 cm. in 
length after surgery but later was found to be stretched 
toa length of 8 to 9 cm. and there was no difficulty in 
sexual relations. —Sylvain Van De Rijn, M.D. 


The Late Follow-Up of Gynecological Repair Oper- 
ations. E. C. Woop. Med. 7. Australia, 1957, 2: 287. 


THE IMMEDIATE RESULTS of surgery performed for 
genital prolapse are usually satisfactory. There is 
some doubt, however, whether this improvement is 
maintained. In an endeavor to assess the late results, 
50 patients who were treated between 1951 and 1953 
were again interviewed and examined in the latter 
half of 1956. 

The patients’ ages varied from 27 to 80 years; 22 
were postmenopausal. Only one patient was nullipar- 
ous. 
In this series there were 35 Manchester repairs, 11 
vaginal hysterectomies, and 1 each of vaginal repair, 
abdominal hysterectomy, abdominal hysterectomy 
and vaginal repair, and posterior colpoperineorrhaphy. 

The majority of patients complained of “a lump 
coming down,” and this was cured in all except 2. 
Stress incontinence of the urine was relieved in 3 of 
every 4 cases. The frequency of micturition was usu- 
ally not relieved. Abdominal pain and backache were 
the main complaints of 10 patients, and relief was ob- 
tained by surgery in all of them. Vaginal discharge 
tesulting from chronic cervicitis was cured by ampu- 
lation of the cervix in only 4 of 9 patients. 

It was found that vaginal orgasm was possible after 
amputation of the cervix or vaginal hysterectomy. 
However, sexual disability commonly followed the 

chester repair. The exact cause of this was diffi- 
lt to assess, as it was not always possible to deter- 
mine the anatomical and physiological adequacy of a 
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vagina for sexual intercourse, and, in addition, psy- 
chosomatic factors were not always apparent. The 
emotional stress of a surgical procedure, the fear of 
damage to the sexual passages, the fear of subsequent 
pregnancy or a recurrence of the prolapse, may all 
alter the appreciation of sexual relations. 

The anatomical results of the operations were 
satisfactory in all except 2 cases. In one, a complete 
eversion of the vagina occurred 2 years after vaginal 
hysterectomy, and in the other an enterocele de- 
veloped one year after a Manchester repair. The 
author believes that enteroceles are equally well re- 
paired during either the Manchester operation or 
vaginal hysterectomy. 

There was no recurrence of prolapse after the 
second postoperative year. 

—Ely Elliott Lazarus, M.D. 


MISCELLANEOUS 


Conjugal Sterility (Sterilita coniugale). BERNHARD 
ZONDEK, MICHAEL FINKELSTEIN, EpMoND J. Farris, 
J P. GREENHILL, and Others. Ann. ostet. gin., 1956, 

8: 9. 


Tuts ts the fourth special issue devoted to the problem 
of conjugal sterility which this Italian journal has 
published since the year 1950. These issues have, un- 
der the promotion of the late Carlo Vercesi, sought to 
present a synthesis of the subject by means of con- 
tributions from Italian and foreign authors. 

ZONDEK, ét al. have been investigating the small 
quantities of estrogens which are present in human 
urine by means of the fluorometric method and com- 
paring the results with those procured by the method 
of bio-assay. The results under certain conditions, 
and particularly in the normal urine of the male, show 
discrepancies between the two methods. These dis- 
crepancies are believed to reside in nonspecific sub- 
stances, the nature of which are now under investiga- 
tion. 

Farris has studied the relation of the menstrual 
cycle in relation to 157 instances of successful artificial 
insemination. Conceptions occurred on the tenth to 
the twentieth days of the cycle in 20 to 38 day cycles; 
78.5 per cent occurred on the eleventh to the four- 
teenth days, and 25.5 on the twelfth day. 

GREENHILL stresses the need for considering the 
emotional factor in these instances of conjugal sterility. 

HamMonD, reporting from the veterinary stand- 
point, calls attention to the need to study the relation- 
ship between the gonadotrophic and the follicotrophic 
functions in the sterility of animals and man. 

In 1,000 endometrial biopsies in instances of pri- 
mary sterility E. Marin BonACHERA and J. BoTELLA- 
Luiusia of Madrid, Spain found residua of chorionic 
tissue in 2.4 per cent of the cases; in this regard they 
call attention to the significance of subclinical abor- 
tions as a factor in the causation of infertility. 

SwYeEr considers that the post-coital test has both 
prognostic and diagnostic value and amply deserves 
its place among the standard procedures for the in- 
vestigation of infertility. 

Mann of Cambridge, England, finds that the two 
main causes of the peculiar biochemical features which 
distinguish the spermatozoa from the other animal 
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cells are: their extreme fragility and permeability on 
the one hand, and their motility, which is confined 
largely to the tail and middle-piece, and which is 
sustained by certain characteristic metabolic processes, 
such as fructolysis. The head in the human sperm con- 
sists, to a large extent, of deoxyribonucleoprotein and 
acts primarily as a transmitter of paternal chromo- 
somes. 

Rusin finds that ‘‘stimulation of the ovaries” or the 
consequent re-establishment of the menstrual cycle in 
women by the administration of small dosages of low- 
voltage roentgen rays to the ovarian region, causes, he 
believes, the removal of some menstruation-inhibitory 
substance by destruction of the atretic follicles, so 
often encountered in these amenorrheic women, and 
is successful in 80 per cent of the instances. Many of 
these re-established menstrual cycles lead to pregnancy 
and the birth of healthy children (and healthy grand- 
children); in fact, the incidence of abnormal birth- 
products in these irradiated women seems to be lower 
than that of the nonirradiated mothers. 

The author believes that if it can be shown—proof 
has not been forthcoming up to the present time—that 
the hormone preparations which have been used to re- 
place this method of ovarian irradiation do not pro- 
duce mutations and do result in an appreciable per- 
centage of pregnancy in these instances of conjugal 
sterility, then by all means the irradiation therapy as 
originally proposed by Van de Velde should be dis- 
pensed with. Until this can be done, however, the 
ovarian irradiation therapy merits continued use and 
impatient sterile women will not fail to avail them- 
selves of its advantages. 

Cuanc attributes the disappearance and disintegra- 
tion of spermatozoa in the uterus of live animals 
(rabbits) to the contraction of the uterus and to bio- 
chemical reactions in the uterine lumen as a prepara- 
tion for the eventual fertilization of ova. 

LacERLorF has been studying the tendency to 
failure of functional development of the Swedish 
mountain breed of bulls and cows with reference re- 
spectively to the testicles and ovaries. He finds that 
the predisposition to genital hypoplasia is inherited, 
on the basis of recessive autosomatic genes having an 
incomplete penetration. Itseradication can be achieved 
only by a strict and regular culling through many 
generations, retaining for breeding purposes only such 
animals as have been ascertained to be free of the 
stigma. 

MoricarpD and Gotuié have studied the process of 
maturation of the ovum and the process of impregna- 
tion by means of intravenous injections of radioactive 
preparations (Na,S*O, and Na,P#QO,) in the 
rabbit. They find that, particularly in the instance of 
the tagged sulfur atom (S*), autoradiography shows 
that the process of deposition of the tagged sulfur and 
its destruction and replacement by the nitroprussiate 
(R_SH), under the influence of hormones i 
tropins), has something to do with the phenomena of 
cellular respiration. 

Murray of Buenos Aires obtained a total of 16 per 
cent of postoperative impregnations following 86 in- 
stances of tubal plastic procedure, and 32.79 per cent 
as a total for both medical and surgical treatment of 86 
tubal obstructions in 2,148 instances of female sterility. 


Mezzapra and Inza (Buenos Aires), on the basis of 
a study of the process of ovulation in 108 instances of 
female sterility, conclude that an investigation of the 
nonfertile woman should commence with a check on 
her basal temperature, followed by a study of the 
process of crystallization of the cervical mucus, and 
only in the presence of inconsistent or doubtful results, 
should a biopsy of the endometrium be done. 

Cuarny and Wo cin believe that treatment of 
cryptorchism should be instituted before the patient is 
10 years of age. Large doses of gonadotropins are not 
advised in unilateral cryptorchism, and the advantages 
of surgery in these cases are questioned. Boys with 
bilateral cryptorchism will be sterile men, and surgical 
measures, if necessary to provide descent of the testes, 
are definitely indicated. 

HAMMEN and ScHu.tz-LarRsEN demonstrate under 
the electron microscope, by means of ultra-thin sec- 
tions, the presence of the galea capitis of the human 
spermatozoon. This consists of at least 2 membranous 
layers covering the whole of the pars anterior capitis, 
and entering the indentation in the head at the hip of 
the acrosome, the whole being inside a third, very thin 
membrane. The function of this structure is unknown 
at present. 

SHarman has performed 71 hysterosalpingographies, 
using the preparation salpix (polyvinylpyrrolidone 
with sodium acetrizoate) which was introduced by 
Rubin in 1953. Results were most satisfactory and 
there were no ill effects. The author regards this 
preparation as the nearest approach to the ideal con- 
trast medium for this examination. 

NIcoLarev in his Stalin prize-winning contribution 
to the problem of the procuration of healthy offspring 
discusses the efforts of the U.S.S.R. to produce more 
healthy and vigorous mothers by prescribing the par- 
ticipation of the developing girl in invigorating 
sports (swimming, skating, skiing), and the shielding 
of the young mother from nocent factors (inadequate 
nutrition, depressing conditions of labor, night work, 
and intoxicants) during her pregnancy. Premature 
labors are combatted by the “‘Nicolaiev triad” (oxy- 
gen inhalation, glucose in 40 per cent solution of 
ascorbic acid and cardiazol intravenously to combat 
hypoxemia and uterine hypertonia). Uterine hy- 
potonia is treated by the method of Chmelevsky (glu- 
cose, calcium chlorate, vitamins B and QC, strychnine 
and mesoton). Finally the expectant mother is pro- 
vided with out-patient nursing care and she also makes 
frequent visits to a clinic. Adequate obstetric and 
psychoprophylactic care is given during labor. Rh- 
prophylaxis (desensitization) is being studied. 

PosBEDINSKI states that pregnancy has been ob- 
tained in the Soviet Union in 23 per cent of the 
patients who were treated by tubouterine graft and 
in 21 per cent who had salpingoplasty. 

Bonaponna in his study of the effect of the “light” 
factor on the testicle and other endocrine glands 
finds that keeping young roosters (cockerels) in com- 
plete, or nearly complete, darkness during the weeks 
prior to their killing may be of aid, following a photo- 
genetic castration period, in procuring an inhibition 
of function of the genital glands which is more ef- 
ficient than the so-called hormonal castration (use 
of stilbestrol). 
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BomPIANI considers the investigation of the elimina- 
tion of steroids in the urine as a means of assessing 
the results obtained by the gonadotropic hormones 
in the treatment of certain gynecologic conditions. 
Of course a conservative attitude should be adopted 
in the interpretation of the findings since the titers 
are affected by both the analytic and pharmacologic 
limitations of the test and—perhaps to an even greater 
extent—by the complex and variable biologic and 
metabolic factors involved. 

BaLLERIO, GiaROLA, and AcostTini do not believe 
that the electron microscope provides more informa- 
tion concerning the human nemasperm than does 
observation of fresh material with the conventional 
microscope. With the former instrument they have 
never been able to demonstrate the so-called “cephalic 
wrapping” (membranes enclosing the cephalic por- 
tion; see Hammen, et al.). The submicroscopic struc- 
ture of the intermediate section appears to include 
only a few, small nodosities, not in any arrangement 
which would suggest an ordered formation (such as 
the mitochondrial spiral). The ending of the tail in a 
single terminal thread, that is, the “penicillum” or 
“brush” appearance which almost everybody, using 
the conventional microscope, seems to regard as a 
standard observation, could only very exceptionally 
be demonstrated with the electron microscope. 

For more detailed reports on these contributions, 
the comprehensive English summaries which are ap- 
pended to each article may be consulted. 

— John W. Brennan, M.D. 


The Diagnostic and Prognostic Significance of the 
—— Toad Test in Hydatidiform Mole and 
orionepithelioma (Zur Diagnose und Prognose 
von Blasenmole und Chorionepitheliom mit dem 
abgestuften Kroetentest). THmto Russe. Medizinische, 
1957, p. 1188. 


At THE WoMEN’s CLINIC OF FRANKFURT UNIVERSITY 
toads have been used satisfactorily for quantitative 
gonadotropin assays, and the standard evaluation 
ranges from a concentration of 50 to 1 (for the diag- 
nosis of an early pregnancy) to a dilution of 1 to 
400 (for pathologic excretion). The greatest dilution 
still positive during a pregnancy is 1 to 10 about 
the seventieth day of gestation. The values decline 
after the fifth month of pregnancy in the majority of 
patients, and can return to zero without any dis- 
turbance of the pregnancy. In some cases gonado- 
tropin titers rise again toward term. There is no doubt 
that a positive test in dilutions beyond 1 to 10 is 
pathologic, and this can also occur in pre-eclampsia, 
eclampsia, and hyperemesis, but only very rarely in 
a perfectly normal pregnancy. 

In this article the following questions have been 
posed and answered as follows: 

1. Is there a high excretion of hormones in all cases 
of mole and chorionepithelioma? Of 27 patients with 
hydatidiform mole only 7 had signs of increased 
hormone excretion, and only in one patient was it 
extremely high. Of 4 patients with chorionepithelioma 
(3 males) only one had marked elevation. Therefore 
this question has to be answered in the negative, 
and it must be stated that in about 75 per cent of such 
patients the gonadotropin titers will not be elevated 
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beyond normal pregnancy levels. Hydatidiform mole 
can be present even when this test is negative. 

2. Is an elevated hormone excretion pathog- 
nomonic for these two diseases? This question must 
be answered in the affirmative because dilutions 
above 1 to 200 compared with dilutions of 1 to 200 
are equivocal because such an excretion can occur 
(rarely) in a normal pregnancy. 

3. What is the diagnostic and prognostic value of 
high titers after treatment? It has been postulated 
that gestational hormone excretion ceases about 14 
days after delivery or abortion. If hormone excretion 
declines only slowly after treatment of a mole, it is 
assumed that either slow progressive degeneration 
of remaining chorionic villi or slow depletion of the 
hormone depots in theca lutein cysts is responsible. 
The authors of this article have evidence to show 
that conclusions of this nature are seldom unequiv- 
ocal. Some patients have an extremely long (in one 
patient 1.5 years) and undulating curve of excretion 
after curative treatment, and careful observation and 
conservatism appear indicated if no other clinical 
signs of cancer are present. 

—W. Dieter Bergman, M.D. 


Three Aspects of Clinically Nonapparent Tubercu- 
losis of the Genitalia (Trois aspects de la tuberculose 
génitale cliniquement inapparente). R. SoLaL. Presse 
méd., 1957, 65: 774. 


THE AUTHOR is concerned with the diagnosis of clini- 
cally nonapparent genital tuberculosis in young, 
healthy females; the three cases cited were all observed 
during an investigation for sterility. Each of the pa- 
tients exemplifies an aspect of the problem. 

A complete work-up included insufflation of the 
tubes, hysterosalpingography, endometrial biopsy 
taken in the premenstrual period, and other pro- 
cedures. The material obtained by biopsy was sub- 
mitted to histologic and bacteriologic examinations. 
From the cultures on Loewenstein plates, as well as 
from inoculation into the guinea pig, it appeared that 
while one may be negative, the other may be positive. 
As stressed in the article, bacteriologic examination 
may be negative, but the histologic examination will 
give proof of tuberculous origin and vice versa. 

In 13 instances the diagnosis could be made solely 
on histologic or bacteriologic examination of the en- 
dometrium; 8 of the patients had a history positive for 
tuberculosis, 5 of them having shown pleural effusion 
in the past. One of the patients had a history of pri- 
mary amenorrhea, a condition which in general would 
direct the attention toward other causes. 

The condition of the tubes is evaluated by insuffla- 
tion and hysterosalpingography with water soluble 
media. During insufflation, in cases of bilateral patent 
tubes, the pressure curve may appear to be flat with- 
out oscillations because of the rigidity of the tubal 
wall. Hysterosalpingography may permit visualiza- 
tion of the area of obstruction, thickening of the longi- 
tudinal plicae which reduces the lumen, and areas of 
narrowing and dilatations. 

In one of the patients, the diagnosis was suspected 
because of intrauterine adhesions; the suspicion was 
confirmed by a markedly elevated sedimentation 
rate. Other diagnostic procedures generally used, 
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which have been collected from the literature, are 
briefly discussed. — Henry Gans, M.D. 


Concerning the Stein-Leventhal Syndrome (A propos 
du syndrome de Stein-Leventhal). M. Mayer, R. 
Hervé, and X. CaMenen. Rev. fr. gyn. obst., 1956, 51: 
289. 


Since the classic description of the Stein-Leventhal 
syndrome appeared in 1935 more facts have become 
established. The authors present a recently observed 
case and use it as a basis for a complete study of the 
present day ideas about the subject. Their article is 
quite long and comprehensive. 

Basically the syndrome may be categorized as 
follows: 

1. Amenorrhea is the rule although other menstrual 
difficulties are sometimes encountered. 

2. The patient is usually sterile. 

3. Limited or extensive hirsutism is seen in 50 per 
cent of the cases. A masculine escutcheon may be 
present, but all other feminine characteristics are 
normally developed. 

4. Obesity is sometimes present, but it may not 
necessarily be related to the process. 

5. On gynecologic examination the uterus is normal 
in size. The ovaries are firm, mobile, smooth, regularly 
and equally enlarged. There is no change in the size 
of the ovaries during the cycle. 

6. Biologic studies. The basal temperature curve is 
monophasic. Vaginal smears are estrogenic. Endo- 
metrial biopsy demonstrates a proliferative phase 
throughout; it is sometimes exaggerated. The folliculin 
level is normal or slightly increased. (It was low in 
the authors’ case.) Pregnandiol is often low. Follicle- 
stimulating hormone is usually normal. When the 
17-ketosteroids are fractionated by Jayle’s method the 
ovarian fraction is usually elevated and the adrenal 
fraction normal. 

7. Anatomopathologic studies. Grossly the ovaries 
are almost diagnostic. In addition to confirming the 
facts obtained by gynecologic examination, the ovaries 
are pearly white, without a trace of follicular rupture, 
or corpus luteum. Only minimal bleeding is en- 
countered on stripping the capsule, although the 
vessels of the utero-ovarian venous system are often 


strikingly dilated. Possibly this vascular disequilibrium 
contributes to the localized fibrosis. 

Microscopically the picture is pathognomonic. The 
cystic follicles are numerous, subcapsular, but rarely 
ripe. There is hyperplasia of the theca interna associ- 
ated with intense mitotic activity. There is cortical 
fibrosis and a dense thickening of the albuginea com. 
bined with a dense fibrous ovarian stroma, both 
cortical and medullary. The medullary vascularity is 
rich with numerous tiny vessels, but without sclerosis. 

The pathogenesis of the process is much disputed; 
there are two schools of thought—mechanical and 
endocrine. Whether it is congenital or acquired is un- 
known. 

The mechanical theory. Fibrosis prevents the de- 
velopment of the follicle resulting in a deviation of 
ovarian hormonal secretion, leading to sterility and 
amenorrhea. In favor of this is the response to surgical 
interruption of the ovarian cortex. This does not ex- 
plain the hirsutism nor the origin of the fibrosis. 

The endocrine theory. Excess luteinizing hormone 
from the hyperplasia of the theca interna disturbs the 
estrogen/androgen ratio in such a way that in spite of 
the hirsutism, the estrogenic action predominates. But 
the excessive luteinizing hormone may act directly on 
the adrenal cortex, stimulating it to secrete an excess 
of androgens, the action of the cortisone evoking the 
elimination of the 17-ketosteroids. 

Why is the luteinizing hormone increased? There 
are many hypotheses but few facts. Perhaps the excess 
follicle-stimulating hormone would be primary, pro- 
ducing hyperplasia of the theca interna, which would 
secrete such an abundance of steroids as to inhibit 
secondarily the production of follicle-stimulating 
hormone, which does not find the necessary “end- 
organs” due to the condition of the ovaries. On the 
other hand, the luteinizing hormone is secreted in 
sufficient quantity to act on thecal tissue or on the 
cortex. 

The treatment is surgical and any procedure which 
would decrease intra-ovarian pressure gives excellent 
results in producing normal menses and fertility. It 
even has some effect on the hirsutism. 

The use of cortisone is extensively discussed. 

—W. Newlon Tauxe, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Regarding Some Cases of Simultaneous Intra- and 
xtrauterine Pregnancy (Su alcuni casi di simul- 
tanea gravidanza intra ed extrauterina). A. Finortt. 
Riv. ital. gin., 1957, 40: 38. 


Tue AUTHOR, having observed a patient who had a 
right adnexectomy for a tubal pregnancy a few days 
after uterine curettage for an incomplete abortion of 
two months, decided to devote some time to a study 
of cases of this type, in which an intra- and an extra- 
uterine pregnancy occur simultaneously. The material 
was obtained from the records of the obstetric and 
gynecologic clinic of the University of Bologna during 
the decade from 1946 to 1955. 

These instances, though rare, are of great value in 
interpreting didactically and diagnostically the diffi- 
culties encountered when an attempt is made to ex- 
plain the pathology and the etiology involved that 
leads to the implantation of two pregnancies in differ- 
ent sites and on different dates. According to Schauta 
there are three different types of cases of twin preg- 
nancies associated with the tube. The first one, the 
most common, consists of the simultaneous impregna- 
tion of both uterus and tube, or an intra- and an extra- 
uterine pregnancy. The second type includes instances 
of twin pregnancies in the same tube, and the third 
variety includes those cases in which the pregnancies 
occur in both tubes. Most exceptional are the cases 
in which the embryo is located in the ovary (Sala, 
Morisson, é¢ al.). 

Searching the records of the Department of Ob- 
stetrics and Gynecology, the author found only 4 cases 
with localization of the pregnancy both within and 
without the uterine cavity occuring during the decade 
from 1946 to 1955. The incidence is quite low, espe- 
cially when compared with 371 simple extrauterine 
pregnancies in the same period. Of the patients 
studied, 1 was a primipara, 2 were para 3, and 1 was 
apara 4. The ages of the patients varied from 33 to 
38 years. The author repeats that diagnosis is not 
easy and quotes Revoltella (Clin. osiet. gin., 1932), and 
Voe and Pratt (Am. 7. Obst., 1948, 56: no. 6). 

These two last authors collected cases from the 
literature and state that only in 6 was a correct pre- 
operative diagnosis made because of the confusing 
occurrence of pain in both lower abdominal quadrants 
accompanied by a palpable and tender adnexal mass 
and a soft consistency in the pouch of Douglas which 
was also tender. 

The difficulty in diagnosis arises from the fact that 

re is no characteristic symptomatology. This con- 
fuses the clinical picture, especially when tubal abor- 
lon and ruptured ectopic pregnancy coexist, inas- 
much as a marked rigidity and tenderness of the 
abdominal wall is noted. This factor readily masks the 
tue state of affairs and makes it impossible to evalu- 
ate the status of the internal pelvic organs. 

The author suggests that it is wise to limit one- 
elfto a simple salpingectomy to maintain the normal 
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hormonic balance favorable to growth and develop- 
ment of the normally implanted intrauterine preg- 
nancy. —Vincent Ippolito, M.D. 


Idiopathic Thrombocytopenic Purpura in Pregnancy. 
Evert B. MENDEL and Rosert SPARKMAN. Internat. 
Coll. Surgeons, 1957, 28: 156. 


A REVIEW OF THE LITERATURE reveals 76 pregnancies 
involving 55 mothers with idiopathic thrombocyto- 
penic purpura. To these the authors add 5 pregnancies 
in 4 mothers whose cases had not been reported. 

The following observations were made: the fetal 
mortality rate was 19 per cent and the maternal death 
rate 1.6 per cent. 

An analysis of the effect of splenectomy on these 
pregnancies showed that the incidence of fetal death 
(23 per cent) was approximately the same in preg- 
nancies in which splenectomy was performed during 
gestation and in those in which more conservative 
measures were employed. In cases in which splenec- 
tomy had preceded pregnancy the fetal death rate 
was decidedly lower (13 per cent). : 

There was an over-all incidence of postpartum 
hemorrhage of 8.3 per cent. There were no cases of 
excessive bleeding, however, when the platelet count 
had returned to normal at delivery. In cases of a de- 
creased platelet count at delivery the incidence rose to 
11.6 per cent. 

The type of delivery usually followed the obstetrical 
indications. The rate for cesarean section was higher 
than normal (13.5 per cent). 

Congenital thrombocytopenic purpura occurs in 40 
per cent of the infants of mothers with normal platelet 
counts and in 73 per cent of those whose mothers 
show a decrease in platelet counts at delivery. The 
possible passage of platelet agglutinins across the 
placental membranes from mother to infant is 
discussed. —Alan Rubin, M.D. 


Management of Toxemia of Pregnancy with Reser- 
pine; the Newborn Infant. Murpina M. Desmonp, 
STANLEY F. Rocers, Joun E. Linpiey, and Joun H. 
Moyer. Obst. Gyn., 1957, 10: 140. 


Two HUNDRED AND NINETY-THREE PATIENTS were 
studied on the obstetric service of the Jefferson Davis 
City-County Hospital, Houston, Texas. These women 
came from the lowest economic groups in the com- 
munity and more than half (53 per cent) had had no 
prenatal care of any type. The majority of the patients 
were negroes (72 per cent) and the remaining 28 per 
cent were white, largely of the Latin American type. 

The gross and corrected perinatal mortality of the 
entire group was 6.8 per cent and 5.1 per cent, re- 
spectively. The perinatal mortality was further sub- 
divided according to the phase of toxemia, and was 
perhaps lower in the phases of toxemia except for 
eclampsia, for which the standard gross mortality fig- 
ure of approximately 30 per cent was obtained. 

Of the 278 infants born alive, 67 showed some vari- 
ation from normal behavior. Forty showed mild or 
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transient abnormalities (including 24 with reserpine 
effects). Twenty-nine had major signs of difficulty, of 
whom 5 appeared to have reserpine effects. Five died 
in the neonatal period and 2 were discharged with the 
diagnosis of probable cerebral palsy. 

A high incidence of antepartum hypoxia and pre- 
mature labor is associated with the effect of toxemia of 
pregnancy on the fetus. 

Reserpine appears to be transferred to the infant in 
utero. An estimated 10.4 per cent of the infants showed 
reserpine effects. The duration of nasal congestion 
varied from a few hours to 6 days. The other effects 
were usually not demonstrable after 24 to 48 hours. 
The effects on infants could not be correlated with 
either the presence of side effects in the mother or the 
dosage given. The effects were less clearly seen in pre- 
mature infants. Differences in host response and de- 
gree of placental permeability have been considered. 
The number of infants who presented apnea neona- 
torum and required active resuscitation constituted 
5.8 per cent. 

The use of reserpine in the treatment of toxemia, 
while associated with a significant degree of neonatal 
morbidity, did not appear to result in an increased 
fetal mortality. The fetal salvage rate appeared to be 
higher than that reported by other workers, except 
for the rate in eclampsia, which was similar to that re- 
ported elsewhere. —Charles Baron, M.D. 


Intrauterine Determination of Fetal Maturity. THEo- 
pore W. Apams. West. 7. Surg., 1957, 65: 197. 


OccASIONALLY certain pathologic situations arise 
during pregnancy in either the mother or child which 
make premature delivery a desirable procedure. How- 
ever, in the interest of the child such a premature 
termination should be delayed, when possible, until 
after sufficient intrauterine development has occurred 
to make the danger of death from the existing patho- 
logic condition greater than that of death from pre- 
maturity. The methods generally employed to de- 
termine the period of gestation are: (1) estimation 
from the date of the last menstrual period; and (2) 
estimation of the fetal size by either abdominal pal- 
pation or mensuration, or by the roentgenographic 
mensuration of either the fetal length or capacity of 
the fetal skull. These methods are all based upon a 
determination of fetal size and not on fetal develop- 
ment. 

The appearance of ossification centers in either the 
distal femoral or proximal tibial epiphyses, as shown 
by roentgenograms of the fetus in utero, are more ac- 
curate methods of judging physiologic fetal develop- 
ment. The distal femoral epiphyses can be satisfac- 
torily demonstrated by intrauterine roentgenography 
from the thirty-fifth to the thirty-seventh estimated 
week of pregnancy in more than 80 per cent of the 
cases studied. A similar study of fetal age as deter- 
mined by the fetal length gives comparable results. 
Twelve instances of twin pregnancies were studied. 
The appearance of epiphyseal ossification occurs as 
the physiologic development of the child progresses in 
a manner similar to that of the single fetus, despite the 
fact that in twin pregnancies the length and weight of 
the individual infant is definitely less than in single 
pregnancies. 


Distal femoral epiphysial ossification is an excellent 
indication of sufficient physiologic fetal developmen 
to allow extrauterine life to continue without diff. 
culty. 

The appearance of ossification of the proximal 
tibial epiphysis is of value in determining postmatur. 
ity. In the cases in which roentgenograms show no 
evidence of proximal tibial ossification in the esti. 
mated forty-first week of pregnancy, it might be safely 
assumed that one is not dealing with true but with 
only apparent postmaturity. However, the presence of 
proximal tibial epiphysial ossification at the estimated 
forty-first week of pregnancy would be strong evidence 
of maturity, and continuation of pregnancy beyond 
this point as beginning true postmaturity. 

The possibility of gonadal damage must be con- 
sidered in any such x-ray procedure. In the x-ray 
studies carried out in these procedures, the dose 
reaching the fetus in utero was estimated to be not 
more than 0.135 roentgen. This dose was considered 
to be within safe limits so far as both sterility and 
genetic dangers were concerned. 

—Harry Fields, M.D. 


The Significance of the Signs of Fetal Distress; a 
Preliminary Study. J. Ginspurc. Am. 7. Obst, 
1957, 74: 264. 


THE sicns of fetal distress occurred in 11.2 per cent of 
1,363 deliveries. Following these signs the total in- 
trapartum and neonatal mortality was more than 
twice that of the general population. The most com- 
mon factors to account for the signs of fetal distress 
were: cord accidents, labor defects, cephalopelvic dis- 
proportion, pitocin spasm, and placental accidents. 
Age, parity, prematurity, and postmaturity were not 
important factors in predisposing to fetal distress. 
Meconium staining alone in vertex presentations in- 
dicates a generally favorable outcome, but it should 
warn one to be on the alert for the other signs of fetal 
distress. Slowing of the fetal heart rate below 100 
beats per minute indicates very significant fetal jeop- 
ardy. The presence of meconium staining as an addi- 
tional factor indicates even more severe trouble. An 
increased fetal heart rate above 170 beats per minute 
does not signify severe fetal distress, but the presence 
of meconium staining as an additional factor may in- 
dicate some increase in fetal jeopardy. Fluctuation of 
the rate by 40 beats per minute within the limit of 100 
to 170 with meconium staining does not appear to 
indicate fetal distress. 
A comparison of the Service infant wastage during 
this study period with that of this particular series is 
interesting. The incidence of intrapartum deaths in 
all deliveries was 0.3 per cent in contrast to the 1.5 
per cent in this series. Following all the deliveries dur- 
ing the study period, the neonatal death rate was 1.2 
per cent against the 2.6 per cent in this series. The 
total intrapartum and neonatal mortality for all de- 
liveries was 1.3 per cent against 3.9 per cent in this 
series. These figures indicate the generally grave prog- 
nostic significance of the recognized signs of fetal dis- 
tress. A more diligent search for the signs of fetal dis- 
tress might have resulted in the salvage of 4 of the 6 
infants who died in this series. In the entire study 
group, 55.9 per cent showed anatomical or dynamic 
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causes for the fetal distress. They included cord ac- 
cidents in 28 per cent, rapid or long labor and cepha- 
lopelvic disproportion in 12 per cent, pitocin spasm in 
7 per cent, and placental accidents in 5 per cent. 
Prompt recognition of the signs of fetal distress and 
decisive intervention when necessary should prove 
fruitful in lowering both the infant mortality and the 
subsequent evidence of damage to the central nervous 
system. This is an area of obstetrics in which much 
can be done by careful intrapartal observation with 
our present knowledge and facilities until some means 
isdevised by which fetal distress can be promptly and 
accurately diagnosed. —Charles Baron, M.D. 


Missed Abortion; Report of 23 Cases and Discussion 
of Treatment. Mervin D. Bivens. Obst. Gyn., 1957, 
10: 46. 


THE AUTHOR quotes the definition of missed abortion 
by Litzenberg in 1921 as “one in which the fetus dies 
in utero, but the products of conception, instead of 
being expelled are retained in utero for two months or 
longer.” 

Hie explains that the etiology of missed abortion is 
still unknown and although he accepts the general 
theory that defective germ plasm is the most common 
cause in the early weeks of pregnancy, he offers no ex- 
planation as to why the products of conception are re- 
tained for two months after the death of the fetus. He 
states that Hertig and Edmund point out that a hy- 
datidiform mole is derived from a pathologic ovum 
and therefore constitutes one type of-missed abortion. 

In discussing the incidence of missed abortion he 
pointed out there are many discrepancies in the man- 
ner of collecting this material as it is hard to find out 
from the records exactly how long the fetus had been 
dead; Taussig places the incidence as one in every 10 
abortions, whereas Simmons mentioned only 3 missed 
abortions in his report on 1,000 pregnancies. 

In discussing the diagnosis, the author points out 
that the general symptoms of malaise, foul taste, and 
fatigue listed in the older text books, which were 
thought to be due to oral intoxication in missed abor- 
tion, have been thoroughly disregarded by the recent 
authors, particularly Eastman, and that probably the 
depression and lassitude are usually more noticeable 
after the patient is told that the fetus is probably dead. 

There are two types of treatment which are used. 
The conservative type requires nothing but supportive 
therapy while waiting for the uterus to empty itself. 
The advocates of this method claim a lower mortality 
and a lower morbidity rate. 

There are also champions of the surgical method of 
therapy, who believe that the uterus should be emp- 
tied by instrumentation provided the patient’s condi- 
tion is such that she does not constitute a poor surgical 
or anesthetic risk. This group believes that uterine in- 
volution is more rapid and normal menstrual rhythm 
isestablished more quickly with this method. 

The two complications feared most are infection 
and hemorrhage and there are arguments for both 
types of treatment with regard to these complications. 

The author also discusses treatment with estrogen, 
stilbestrol, progesteron, and sodium citrate, and 
Points out that they have little, if any, influence on 

occurrence and time of abortion or labor. 
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The antibiotics and transfusions are important fac- 
tors in reducing infection and hemorrhage, and a dead 
fetus carried too long may cause hypofibrinogenemia. 

The author makes the statement that if the missed 
abortion occurs when the fetus is 3 months or less in 
size and the diagnosis of missed abortion is proved be- 
yond a reasonable doubt, he sees no reason for waiting 
for spontaneous termination. When the missed abor- 
tion occurs after 3 months, response to artificial rup- 
ture of the membranes, and the intravenous admin- 
istration of pitocin, induction of labor is more likely to 
be feasible. —Robert 7. McNeil, M.D. 


LABOR AND ITS COMPLICATIONS 


ng Labor; a Clinical Trial of Continuous 
Caudal —_— G. Trevor Jounson. Brit. M. 7., 
1957, 2: 386. 


AN EVALUATION of the effectiveness of caudal anes- 
thesia after 48 hours of labor was carried out in 23 pa- 
tients, a matched series of 21 patients who had com- 
pleted 48 hours of labor without delivery being used 
as a control. The increased hazard for mother and in- 
fant from labor prolonged 48 hours was the basis for 
the trial of caudal anesthesia in the belief that this 
might cause cervical and pelvic floor relaxation while 
enhancing the co-ordination and strength of the 
uterine contractions. 

The two groups of patients were selected at random 
except for the matching of patients according to age, 
parity, and the presence or absence of complicating 
factors. Patients included in the two groups had no 
evidence of fetopelvic disproportion, no cervical dila- 
tation less than a third, and no progress in labor dur- 
ing the 12 hours preceding the trial. The control 
group of patients was treated with intravenous fluids 
and morphine sedation. 

In the caudal series 11 patients had full dilatation in 
less than 6 hours and 9 had progressive cervical dila- 
tation. All delivered vaginally. Three patients who 
exhibited no cervical change were delivered by 
cesarean section. The control group had 3 patients 
with full dilatation in 6 hours and 10 patients with 
progressive change. Eight patients who exhibited no 
cervical change required cesarean section. One infant 
in each group died as the result of intrauterine in- 
fection. The average duration of treatment to accom- 
plish vaginal delivery after the 48 hour period was 7.7 
hours for the caudal group and 15.1 hours for the con- 
trol series. All of these results were statistically signifi- 
cant except for the difference in the incidence of 
cesarean section, which was considered suggestive. 

Under the conditions of the study it was believed 
that caudal anesthesia has an important role in ex- 
pediting the safe termination of labor by the vaginal 
route when labor has been prolonged 48 hours. It is 
probable that it would be of equal value at the time 
when uterine inco-ordination is first detected. 

—George C. Lewis, Fr., M.D. 


The Management of Breech Presentation. L. Woop- 
row Cox. WN. ealand M. F., 1957, 56: 370. 


THE TERM “uncomplicated breech delivery” should 
be applied to those cases of breech presentation in 
which there are no obstetric complications such as 
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hemorrhage, toxemia, or extreme prematurity. It 
should include cases in which there is uterine inertia, 
complications of delivery, and cephalopelvic dis- 
proportion. 

The inherent risk of breech delivery, i.e., the fetal 
mortality of the uncomplicated breech delivery as 
opposed to that of uncomplicated vertex delivery is 
two to eight times greater than that of a vertex deliv- 
ery even in the hands of a skilled obstetrician. The 
fetal risk in the multipara is as high or higher than in 
the primigravida according to some studies. 

External version should be attempted when a 
breech presentation is noted between the thirty- 
second and thirty-sixth weeks of gestation. Version is 
not indicated prior to 32 weeks and is dangerous after 
36 weeks. Attempts at version should be gentle and 
preferably without anesthesia. Repeated attempts 
may be justifiable. There is a small but definite risk 
associated with the procedure. The mortality asso- 
ciated with external version plus that of vertex deliv- 
ery is in the realm of 3 per cent, considerably lower 
than the mortality of an uncomplicated breech deliv- 
ery in most reported studies. 

Contraindications to external version are: elderly 
primigravida, contracted pelvis, fibroids, antepartum 
bleeding, and engaged breech. If external version 
fails a careful obstetric evaluation should be made, in- 
cluding x-ray pelvimetry. If the infant is unduly large 
(over 9 pounds) or there is evidence of pelvic contrac- 
tion, cesarean section should be considered. Prema- 
ture induction may be attempted by the most skilled. 

The average duration of labor in both the primi- 
gravida and the multipara is 11 hours for the first 
stage and 1 hour or less for the second stage. Re-evalu- 
ation is essential if labor persists longer than this. 
Delivery should not be attempted until the breech 
crowns. Briefly the important steps in delivery are: 

1. Lithotomy position 

2. Empty bladder 

3. Pudendal nerve block 

4. Wide episiotomy 

5. Mother awake and bearing down 

6. Spontaneous expulsion of lower half of infant. 

7. Traction on ankles toward the floor until tip of 
scapula appears. 

8. Anterior arm dislodged by finger of operator. 

9. Back is rotated to an anterior position and pos- 
terior arm delivered or is dislodged. 

10. When the nape of the neck appears the ankles 
are grasped and swung in a wide arc toward the 
ceiling. 

11. Head is delivered by forceps or by suprapubic 
pressure. 

Other techniques of delivery have been described 
but are basically similar. An episiotomy and forceps 
extraction of the fetal head are of particular impor- 
tance even for the premature delivery. A large infant, 
uterine inertia, and fetal distress may require cesarean 
section. If prolapse of the cord occurs cesarean section 
is indicated immediately unless the baby can be de- 
livered per vaginam within minutes. 

Because of the low occurrence of breech deliveries 
in practice the average physician cannot obtain suffi- 
cient experience during his practice. It would require 
a physician doing 100 deliveries a year approximately 


33 years to accumulate a series of 100 breech deliy. 
eries. Consultation and referral are strongly recom. 
mended for the physician who is unskilled or unprac. 
ticed in breech delivery.— James F. Donnelly, M.D, 


A 5 Year Experience with Prophylactic External 
Cephalic Version (Fuenfjaehrige Erfahrungen mit 
der prophylaktischen Wendung auf den Kopf durch 
aeussere Handgriffe bei Beckenendlage). Epvarp 
LINDNER. Geburtsh. & Frauenh., 1957, 17: 557. 


THE PERINATAL MORTALITY of babies presenting by 
the breech is quite high. In the literature, the un. 
corrected fetal mortality varies from 15 to 30 per cent 
and the corrected from 1 to 10 per cent. The final 
percentage figures depend on such factors as the 
period of time included, how many breech births 
are excluded, and whether a ward or private practice 
is being evaluated. The author reviews his own ex- 
periences with external cephalic version as a method 
of converting a breech presentation to the cephalic 
type and therefore a more favorable one. 

The conditions for external cephalic version are as 
follows: a pregnancy of 34 to 36 weeks, a living fetus, 
a normal pelvis, a mobile fetus, an intact amniotic 
sac, a pliable abdominal wall, and a uterus of 
normal tone; exact knowledge of the lie and position 
of the fetus and the consent of the mother are also 
necessary. Contraindications to the procedure are: 
a history of previous abortion or pelvic infection, the 
presence of twins, acontracted pelvis, oligohydramnios, 
polyhydramnios or ruptured membranes, obstruction 
of the birth canal so that delivery from below is 
unlikely, cardiac decompensation, previous cesarean 
section or previous extensive myomectomies, anomalies 


of the uterus, pelvic tumors, suspected hydrocephalus, _ 


and a history of bleeding during pregnancy. 

The author performed external version on a total 
of 64 women. In some instances he repeated the 
version several days after a previous, unsuccessful 
attempt. The patients upon whom version was per- 
formed are listed as follows: 


At 34 to 36 weeks After 36 weeks Total 


Primigravida.... 18 11 29 
Multigravida.... 22. 13 35. 
Total...... 40 (62.5%) 24 (37.5%) 64 (100%) 


Version was unsuccessful in 14 (21.8 per cent) as 
follows: 


At 34 to 36 weeks After 36 weeks Total 


Primigravida.... 3 7 10 
Multigravida.... 
Total...... 4 (6.2%) 10 (15.6%) 14 (21.8%) 


Version succeeded in 50 (78.2 per cent) as follows: 
At 34 to 36 weeks After 36 weeks Total 


Primigravida.... 15 4 19 
Multigravida.... 21 10 31 
36 (56.2%) 14 (22.0%) 50 (78.2%) 


There were no complications of the 50 successful 
versions, but one child died during labor because of 
rupture of a vasa previa. There was therefore a 2 
per cent perinatal mortality. In spite of this non- 
preventable accident the perinatal mortality was less 
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than the 3 to 6 per cent most commonly ascribed 
to breech delivery. The author therefore recommends 
external cephalic version as a method of reducing 
infant deaths. — Warren R. Lang, M.D. 


Performance of Cesarean Section with Aid of General 
Anesthesia. H. L. ALLEN, Aucustine S. WEEKLEY, 
and D. W. Mercatr. 7. Am. M. Ass., 1957, 164: 1743. 


Tuis Is A BRIEF REVIEW of 1,011 cesarean sections per- 
formed at the Youngstown Hospital, Youngstown, 
Ohio, from January 1, 1948 to May 1, 1956. The 
hospital patients are overwhelmingly private with 
less than 5 per cent of the deliveries listed as service 
patients. The cesarean section rate was 3.2 per cent. 
Ninety-nine per cent of the cesarean sections were per- 
formed with the patient under cyclopropane anes- 
thesia with curare. 

All of the patients were seen preoperatively by an 
anesthesiologist. The technique was explained to the 
patient since anesthesia was not induced until imme- 
diately prior to the incision. All of the patients were 
typed and crossmatched prior to surgery. Premedica- 
tion from 1948 to 1954 consisted only of scopolamine, 
and since 1954 of a barbiturate plus scopolamine. The 
patient and surgical team are completely prepared for 
surgery before the anesthesia is begun. After the in- 
duction 6 to 12 mgm. of tubocurarine are given in- 
travenously. The anesthesia is deepened after the in- 
fant is delivered. 

There was a gross perinatal mortality rate of 5.4 per 
cent corrected to 4.7 per cent. This was evenly divided 
between fetal and neonatal deaths. There were no 
maternal deaths related to the anesthetic agent and 
only one related to the operation. 

The authors conclude that equally good results may 
be obtained with cyclopropane, intravenous bar- 
biturate, or regional anesthesia provided that the ad- 
ministration of the anesthetic is properly conducted. 
Twenty-four hour coverage for obstetric anesthesia by 
a competent anesthesiologist is essential. 

— James F. Donnelly, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Reflections on a Typical Case of Severe Obstetrical 
Hemorrhage Due to Afibrinogenemia (Réflexions 
4 propos d’une observation typique d’hémorragie 

ave de la délivrance par afibrinogénémie). MAHON, 
ESNIER, and JAUBERT. Rev. fr. gyn. obst., 1956, 51: 318. 


THE AUTHORS present a typical case of obstetrical 
afibrinogenemia: a multiparous Rh-negative woman 
with demonstrable conglutinins who underwent a 
missed abortion, the spontaneous delivery of the 
fetus being accompanied by marked hemorrhage of 
blood which would not clot. The patient was treated 
with fibrinogen and whole blood and recovered 
within a few hours. 

Extensive study of the blood taken from the onset 
of the symptoms gave the following findings: 

1. The initial plasma clot time (Howell) was inde- 
terminate—no evidence of coagulation. 

2. The plasma clot time after the addition of 
fibrinogen was 1 minute and 55 seconds. 

3. The clotting time was indeterminate—no evi- 
dence of coagulation. 
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4. After the addition of fibrinogen, the clot was 
incubated at 37 degrees for 15 hours; there was no 
lysis of the clot. 

5. After the addition of 0.1 ml. of normal plasma 
to 0.1 ml. of the patient’s plasma + 0.2 of 0.28 per 
cent CaCl,, the clot was studied as previously de- 
scribed; no lysis of clot was noted. 

6. On electrophoresis the bloods with and without 
anticoagulants were almost identical. The fibrinogen 
peak was absent and there was no evidence of 
fibrinogenolysis. The a! and a? globulins were 
elevated. Lipoprotein electrophoresis revealed a 
curious finding—a new fraction—the speed of which 
was practically nil. It was of homogeneous nature, 
with a symmetrical peak, strongly stained by Sudan 
black. This fraction, having taken only this stain, 
does not belong with the lipoproteins but with the 
free fats; moreover, its band does not correspond 
with that of protein. After the patient had recovered, 
this spot disappeared. The authors surmised that it 
was circulating thromboplastin. It would be of 
great interest to look for this fraction in a similar 
case and to determine its time of appearance. 

Other changes following clinical cure were the re- 
turn to normal of the plasma clotting time and good 
but slight clot retraction after 2 hours. 

It is absolutely necessary to revise the classical 
attitude of expectant treatment for the dead fetus in 
utero. In cases of prolonged retention of the dead 
fetus, especially those due to Rh incompatibility, in 
retroplacental hemorrhage and in syndromes indica- 
tive of amniotic embolism, it would be inexcusable to 
fail to consider from the very first loss of blood, the 
possibility of afibrinogenemia and to start treatment 
at once. —W. Newlon Tauxe, M.D. 


MISCELLANEOUS 


Control of Conception; the Use Effectiveness of a New 
Cream-Jel. Leopotp Z. Gotpstein. Obst. Gyn., 1957, 
10: 135. 


THERE were 3 unplanned pregnancies among 101 
married women using a cream-jel alone as a con- 
traceptive for from 4 to 28 months during 1,792 pa- 
tient months of exposure. This gives an unplanned 
pregnancy rate of 2.01 per 100 years of exposure. 

This low pregnancy rate indicates that the cream- 
jel used without an occlusive device is an efficient and 
dependable contraceptive. 

Color photographs taken through a Hinselmann 
colposcope show the effective barrier to the cervix 
provided by the cream-jel. —Alan Rubin, M.D. 


Critical Evaluation of the Results of 1096 Infusions 
with Posterior Pituitary Hormone (Etude critique 
de 1,096 perfusions de post-hypophyse). J. CREzE and 
R. Roucnuy. Gyn. obst., Par., 1957, 56: 79. 


THE AUTHORS employ the following technique. Prior 
to infusion an antispasmodic agent (phenergan, lac- 
targil, and others) is administered. Ten units of the 
posterior pituitary hormone are diluted in 500 c.c. 
plasma/glucose solution. Thirty to 40 drops are given 
per minute at the beginning. Subsequently, the rate 
of administration is determined by the uterine con- 
tractions which should be checked carefully and con- 
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TABLE I.—DILATATION OF THE CERVIX AT THE 
MOMENT THE INFUSION WAS STARTED 


1952 1955 


tinuously. The infusion is continued until approxi- 
mately 10 minutes after delivery. 
The indications for the use of infusion are: 
(1) In normal supervised deliveries. 
(2) Under the following particular circumstances; 
(a) To induce labor. 
(b) In abnormal uterine contractions. 
(c) As a test of labor in primiparas with con- 
tracted pelvis. 
(d) In women with previous cesarian sections. 
(e) In cephalic presentations to accelerate the 
descent and rotation of the head and to de- 
crease the number of difficult forceps ex- 
tractions. 
(f) In breech presentation. 
(g) In twin pregnancy. 
(h) In certain special cases. 
The method was applied 1,096 times in a total of 
6,468 deliveries. 


The degree of dilatation of the cervix reached before 
the infusion is started differs currently from that of 
the early experiments of the authors. 

The results are summarized. 

1. Of the 1,116 children born, 86 were resuscitated 
(8 per cent), and 25 died (2 per cent). According to 
the authors none of the deaths could be attributed to 
the infusion. Of the 58 premature infants, 12 died 
(20.8 per cent), and 3 had to be resuscitated. The 
other 46 did well during their hospitalization. The 
authors conclude that the infusion is harmless to the 
child. They recommend its use in instances where com- 
plicated obstetrical maneuvers are indicated because 
it renders the delivery less traumatic to the fetus. 

2. Only one rupture of the uterus was observed in 
1,096 deliveries. The authors ascribe this accident to 
lack of proper supervision during the infusion. 

3. One hundred eighty-eight episiotomies were per- 
formed; 211 incomplete and 4 complete perineal tears 
were encountered in their series of cases. 

4. A small amount of bleeding was observed during 
the delivery. Of the 23 hemorrhages (2 per cent), 4 
necessitated blood transfusions and 19 were only 
minor bleedings without repercussions on the general 
State. 

5. No rise in the arterial blood pressure was ob- 
served during the course of infusion. 

— Henry Gans, M.D. 
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ADRENAL, KIDNEY, AND URETER 


A Roentgenological Sign in the Diagnosis of Adrenal 
Tumors (Contribution au diagnostic radiologique 
des tumeurs surrénales), J. Kucera. 7. urol. méd., 
Par., 1957, 63: 280. 


THE PRESENT DAY DIAGNOsiIs of adrenal tumors is being 
made not only on the basis of the rich clinical experi- 
ence that has accumulated concerning these new 
growths, but also on the basis of pharmacodynamic 
and biochemical tests that help to identify suprarenal 
pathological changes. 

The diagnostic difficulties lie in the fact that some 
adrenal tumors are hormonally inactive while some 
are endocrinologically active. The first group of tumors 
may remain clinically silent and manifest themselves 
by compression and distortion of the neighboring or- 
gans when they increase sufficiently in size. Physical 
examination of the patient may disclose the mass and 
roentgenographic examination will help to determine 
its localization and diagnosis. 

The hormone-producing tumors may tend to mani- 
fest themselves early and when they are small. In that 
case, the clinical picture and the laboratory findings 
establish the diagnosis, but there still remains the 
important problem of localizing the tumor. 

The roentgenographic means of localization of a 
suprarenal mass are well known and should be used. 
The aortograph, in general, contributes very little to 
the localization ofan adrenal enlargement. The author, 
from his experience with this procedure, considers it 
dangerous and for this reason does not recommend it 
as a diagnostic aid. 

He, however, believes that the retroperitoneal air 
studies, along with tomographic and urological roent- 
genograms, give the most diagnostic data and provide 
the most reliable information on tumor localization. 

The gas injected into the retroperitoneal space does 
not always diffuse uniformly, for certain areas are not 
outlined, due perhaps to inflammatory residuals or 
retroperitoneal tumors penetrating this area from 
neighboring organs. In this way the differential diag- 
nosis becomes very difficult. Perhaps the most confu- 
sion exists in the interpretation of the oval or round 
shadow in the left upper quadrant, as the outlines are 
clearly limited, ranging in size from a chestnut to an 
orange. This type of shadow appears after retroperi- 
toneal air insufflation in which the gas diffuses around 
and above the area of the left adrenal gland. 

It was the author’s opinion that this type of x-ray 
shadow represented a tumor of the suprarenal gland 
in 2 of his patients suffering from hypertension. Sur- 
gical exploration did not reveal an adrenal tumor and 
no pathology was found to account for the previously 
determined x-ray shadows. It was later determined 
that similar shadows were found in patients who did 
not manifest symptoms of adrenal pathology. It was 
also discovered that in 400 air studies made on patients 
for urological diagnosis, 32 (8 per cent) were found to 
have this particular x-ray finding. 
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Kucera determined that the fundus of the stomach, 
when associated with retroperitoneal air insufflation, 
could produce this shadow, a fact confirmed by Hamm 
and Scordanaglia in 1955. Thus, this shadow can be 
produced by penetration of the insufflated air between 
the two leaves of the gastrophrenic ligament. When 
the stomach becomes contracted the air surrounding 
the gastric fundus produces a smooth round or oval 
shadow in the region of the suprarenal gland. It then 
becomes important to distinguish between the shadow 
produced by the contracted fundus of the stomach and 
that produced by a pathological adrenal gland. In 
order to distinguish between these two shadows, the 
stomach can be readily filled by means of a gastric 
tube when the patient is in the vertical position, or 
the false shadow can be made to disappear by placing 
the patient in the horizontal position. 

In conclusion, the author believes that the most 
reliable roentgenological diagnosis of adrenal disease 
is obtained by complete perirenal air insufflation, and 
tomography with supplemental urological x-rays when 
necessary. It is also advisable to keep in mind that the 
fundus of the contracted stomach can produce a shad- 
ow that must be distinguished from an enlarged left 
adrenal gland. —Conrad A. Kuehn, M.D. 


Congenital Renal Ectopia; Anatomico-Clinical and 
Therapeutic Study of 31 Cases (L’ectopie rénale 
congénitale; etude anatomo-clinique et therapeutique 
a propos de 31 observations). M. G. Derrance. Lille 
chir., 1957, 12: 5. 


Marion has said that an ectopic kidney is one that 
has never occupied its normal position. Bauher in 
1589 recorded the first case of this condition and 
since that time there have been many publications on 
this subject. The author studied 31 cases and carefully 
reviewed the clinical findings, x-ray diagnosis, and 
therapeutic management of these patients. 

Girard, who reported these cases found 29 patients 
in whom the ectopia involved only one kidney, while 
the other one was in the normal position. He classified 
this congenital renal abnormality as follows: 


Low lumbar 5 cases 

Iliac 2 cases | homolateral 

Pelvic 7 cases { varieties 

High lumbar 

Crossed 2 cases heterolateral varieties 


The following intermediate types also existed: 

Lumbo-iliac 7 cases 

Tleo-pelvic 6 cases 

In a second group, the ectopia involves only one 
kidney, the other is absent. This condition existed 
in 1 patient. The kidney again could be placed in the 
lower lumbar, iliac, or pelvic region, or crossed to the 
opposite side. 

In a third group the ectopia involved both kidneys 
(1 case) and in this classification the kidneys may be 
situated in the lower lumbar, iliac, or pelvic region 
(symmetrical); or the two kidneys may be ectopic but 
situated at different levels on each side (asymmetri- 
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cal). Again they can be simple (each kidney located 
in relation to the vertebral column), or the renal 
masses can be crossed. 

From the anatomico-pathologic viewpoint, the 
characteristics of the ectopic kidney consist of anterior 
location of the renal sinus, a short ureter, and ab- 
normal vascularization. Thus the displaced kidney 
can be associated with other abnormalities, such 
as spina bifida, ptosis of the cecum, and mesenteric 
abnormalities. This condition may also be associated 
with hypospadias in the male and absence of the 
vagina in the female. 

The author suggests that it is impossible to outline 
the typical symptomatology associated with theectopic 
kidney, but pain seems to be the most constant symp- 
tom. However, the symptoms are so frequently re- 
ferred to the neighboring organs, that the symptoms 
may suggest that some other organ is involved rather 
than the kidney. 

The author discovered an ectopic kidney in 4 cases 
in which attention was directed to the opposite kidney, 
right hydronephrosis with left ectopia; right renal 
lithiasis, left ectopia; left renal tuberculosis, right 
ectopia; and right renal ptosis with a left ectopia. 

The upper urinary tract was frequently investigated 
to determine if the patient had a unilateral renal 
lesion that would be associated with hypertension. 
The author found an ectopic kidney in 2 of the pa- 
tients examined for elevated blood pressure. Fre- 
quently, symptoms of the ectopic kidney were as- 
cribed to neighboring organs, such as the digestive 
tract and the genital tract, especially in women. It 
was also noted that abnormal vessel and nerve distri- 
bution in these cases often caused symptoms referred 
by the nerve filaments to the celiac plexus. 

The ectopic kidney may have no special associated 
disease other than that of its location, but it can 
still be painful. The pain is so variable that it defies 
classification. For instance, in one patient who had a 
crossed renal ectopia, the pain was experienced in the 
iliac fossa on one side and radiated to the inguinal 
fold on the other side. Not only was the pain variable 
as to location, but it could be violent or dull, con- 
tinuous or paroxysmal. In general, however, the pain 
was increased by fatigue and relieved by rest. In the 
female, the pain may be increased during menstrua- 
tion and completely absent in the interim. 

Not only was pain a feature of the ectopic kidney, 
but albuminuria was frequently present. The pain 
associated with the ectopia was often reproduced 
during retrograde pyelography and this fact helped 
identify the cause of pain. 

Hematuria, especially microscopic hematuria, at 
times directed attention to the urinary tract, and thus 
the anomaly was discovered. Finally, it was not un- 
usual to find the presence of an ectopia during a 
routine urological investigation for a urinary tract 
infection. 

The malformed position of the ectopic kidney as- 
sociated with abnormal rotation, abnormalities of 
vascularization, and the almost inevitable pyelo- 
ureteral obstruction predisposes the kidney to in- 
fections, hydronephrosis, and lithiasis. In fact, all of 
the pathological entities that involve the normally 
placed kidney can readily involve the ectopic kidney. 


The author reported 1 case of ectopia associated 
with tuberculosis. This type of kidney can also be 
the site of cancer or of polycystic degeneration. 

The diagnosis of renal ectopia was considered to 
be truly a roentgenologic one, for the symptomatology 
did not usually, by itself, suggest this entity. 

Frequently, intravenous urography alone could es. 
tablish the diagnosis. In some cases, the added in. 
formation gained by retrograde ureteropyelography 
clinched the diagnosis. 

Retropneumoperitoneal studies were principally in- 
dicated in the differentiation of crossed renal ectopia 
with or without a joining symphysis. This type of 
radiologic examination can also help to distinguish 
between the lumbar ectopia and a large tumor mass 
involving the superior renal pole. 

The retroperitoneal air studies help to visualize 
clearly the kidney, liver, and the psoas muscles, 
Finally, this examination demonstrates the position 
of the adrenal gland in its separation from the ab- 
normally located kidney. 

Aortography permitted visualization of the vascular 
supply to the kidney, and this was of great value in 
the choice of surgical approach to the kidney. 


The radiologic diagnosis of renal ectopia, in general, . 


was easy. This diagnosis should always be considered 
when the x-ray studies fail to demonstrate a kidney 
in its usual place. The renal mass not only was dis- 
placed, but the lack of rotation as well as the as- 
sociated abnormal appearance of the pelvis and calyces 
produced bizarre pyelograms. Combined with the 
short, straight ureter, the matter of diagnosis was 
readily solved. 

Although Marion stated that all ectopic kidneys 
should be removed, the author has divided the thera- 
peutic management of these cases into two categories 
—those involving the ectopic kidney in which there 
was no pathologic change, and those associated with 
lesions that in themselves constituted severe patholog- 
ic involvement of the kidney. He directed his treat- 
ment according to the status of the individual kidney. 

In those cases in which the kidney itself was non- 
pathologic and not causing symptoms, no treatment 
would be indicated. 

Of the author’s 31 patients, 27 had ectopic kidneys 
that were considered to be ‘“‘non-pathologic”. In 21 
of these no therapy was attempted, while in 6 patients 
nephrectomy was indicated. Four nephrectomies were 
performed; the other 2 patients refused operation. In 
the 4 nephrectomized patients, the operation was 
done because of pain that was increasing in severity. 
In 2 patients, the operation was proposed because of 
recurrent cystitis and chronic urinary infection. The 
author advised against surgery on the ectopic kidney 
unless the evolution of symptoms makes nephrectomy 
mandatory and then only if the opposite kidney is 
normal. 

Among the complications of the ectopic kidney, 
hydronephrosis and lithiasis were the most frequent. 
The operation of choice in the majority of these cases 
is nephrectomy since all conservative procedures on 
a kidney of this type are of little value. Again, the 
type of surgery performed depended upon the con- 
dition of the opposite kidney. : 

In summary, in patients who have only one kidney 
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which is ectopic, only conservative surgery can be 
done. When other complications such as tuberculosis 
or cancer are present in the ectopic kidney, the treat- 
ment should be the same as it would be in the normally 
placed kidnev. —Conrad A. Kuehn, M.D. 


Unilateral Renal Disease and Hypertension; Use of 
the Radioactive Diodrast Renogram as a Screening 
Test. CuesteR C. Winter. 7. Urol., Balt., 1957, 78: 
107. 


THE AUTHOR evaluated the renal status of 44 hyper- 
tensive patients by standard individual renal function 
tests and radioactive diodrast renograms. Excellent 
correlation occurred. The standard methods of dem- 
onstrating unilateral kidney dysfunction include in- 
dividual renal clearance tests (para-aminohippuric 
acid, inulin, creatinine, and diodrast), individual kid- 
ney urine estimation of sodium concentration, osmo- 
larity, and urine volume, aortography, and chro- 
moureteroscopy. There is a need for a simple, ac- 
curate, and nontraumatic screening test to estimate 
individual renal vascular capacity and functional ab- 
normalities in hypertensive patients, especially in 
children and young adults. 

The radioactive diodrast renogram is performed 
with an intravenous injection of a 1mc./5 kgm. dose 
of diodrast-I"! followed by continuous external 
measurements of the changing radioactivity levels 
over each kidney area for 10 to 30 minutes, with gam- 
ma ray scintillation detectors and Esterline-Angus 
recorders for permanent tracings. In this graphic 
record the initial spike represents the first flood of the 
radioactive material through the vascular network of 
the kidney; and the height of the spike is an index of 
the capacity of the renal arterial system. The steep- 
ness and height of the secondary rise in the tracing 
reflects the quality of tubular cell secretory function 
and the final drop in the tracing is an index of the 
ability of the upper urinary tract to evacuate urine. 
Urinary stasis may affect the secondary rise and the 
final drop. 

The data from the 44 patients were divided into 3 
groups. Ten hypertensive patients had a unilateral 
abnormal renogram. After aortography, retrograde, 
and excretory urograms, diagnoses were made of con- 
tracted pyelonephritic kidney, coarctation of the 
renal artery, cirsoid aneurysm of the renal. artery, 
postoperative partial renal infarction, hydronephrosis 
due to ureteral stricture, hydronephrosis due to 
ureteral calculus, agenesis of the kidney, partially cal- 
cified kidney, and surgically absent kidney. Twenty- 
five patients had abnormal renograms bilaterally. 
Nine patients had bilaterally normal renograms. In 
general, good correlation was found between the 
renogram and the findings of the standard methods of 
determining renal function. 

The renogram has considerable potential value in 
screening hypertensive patients for unilateral renal 
dysfunction; the renogram measures three functions 
which are related to the etiology of “renal hyperten- 
sion” —renal vascularity, renal tubular cell function, 
and upper urinary tract stasis. By means of the reno- 
gram, it is possible to cross-compare individual renal 
function directly, thereby identifying the diseased 
kidney. Most persons with normal renograms can be 
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spared the discomfort, time, and expense of extensive 
urological investigation. —David Rosenbloom, M.D. 


Diverticulum of the Ureter (Diverticolo dell’uretere). 
Quintitio Papovan. Urologia, Treviso, 1957, 24: 53. 


THE PATIENT was a 34 year old woman, who had a 6 
year old son. She had been suffering from pains in the 
region of the right flank and there were numerous red 
blood corpuscles in the urine. The descending pyelo- 
graphic examination disclosed impaired function of 
the right kidney with the right pelvis poorly injected 
and deformed in shape. 

After 2 days of medical treatment (antispastics, an- 
tibiotics) a chromocystoscopic study of the patient 
was done without uncovering any obvious pathology. 
However, the pains persisted and it was decided to 
perform a retrograde pyelographic examination. The 
ureteral catheter could be passed as far as the renal 
pelvis on the right side. This pelvis was dilated, atonic, 
and globose with calyces somewhat smaller than nor- 
mal. The upper portion of the right ureter was also 
somewhat dilated and at the level of the first sacral 
vertebra exhibited a diverticular image of 2 to 3 
centimeters in length, of rather large caliber, and 
without evidence of a narrowing at the point of emis- 
sion into the ureter. The image terminated as a con- 
vex meniscus (true diverticulum or a residuum of a 
second, partially obliterated ureter?). The diverticu- 
lum was well filled and located at about the middle of 
the ureter. 

The diagnosis was right-sided pyeloureteritis, ap- 
parently favored by the presence of the diverticulum. 
Under medical treatment definite improvement took 
place. 

Diverticulum of the ureter is generally considered 
to be extremely rare, however, the author believes 
that it occurs more frequently than is generally sup- 
posed, considering the fact that it may not be visual- 
ized by means of descending pyelography and that the 
ascending pyelography is so frequently not considered 
advisable. Thus he suggests that in urographic exam- 
inations of dubious interpretation and in the presence 
of persistent urologic symptoms, the possibility of this 
anomaly should be borne in mind and retrograde 
pyelography performed. — John W. Brennan, M.D. 


Lateral Ureterovesical Anastomosis (L’anastomose 
urétéro-vésicale latérale). W. Grécorr. Acta urol. belg., 
1957, 25: 5. 


LATERAL ANASTOMOSIS appears to be the least used of 
all the procedures to re-establish ureterovesical con- 
tinuity. However, its simple technique and excellent 
results make it a procedure of choice in well-chosen 
cases. The following indications for the use of this 
procedure are given. 

1. Lateral anastomosis is reserved for dilated 
ureters. Ureters of normal caliber can more easily be 
reimplanted. 

2. An essential factor is the absence of traction on 
the anastomosis. The obstruction, therefore, must be 
low and only involve the last distal centimeters of the 
ureter. Only in cases of chronic large dilatations in 
which the ureter is elongated and tortuous can a high 
anastomosis near the dome be performed without a 
risk of traction. 
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3. The anastomosis must be performed with 
healthy tissues. It is contra-indicated when there is 
active inflammation, particularly when tuberculous 
lesions are present. 

Lateral anastomosis, therefore, may be used in 
terminal strictures, both acquired and congenital. It 
may be used, also, in very low ureterovaginal fistulas 
after ligation of the ureter below the site of the anasto- 
mosis. 

Technique. A low abdominal median incision 
through the retroperitoneal space is the best approach 
to the lower ureter. The anastomosis may be per- 
formed with three variations depending upon the 
local conditions. 

1. When the stenosis involves the juxtavesical 
ureter as well as the intramural ureter, a 2 cm. longi- 
tudinal incision is made in the anterior wall of the 
ureter proximal to the stricture. An incision is made in 
the bladder wall in a suitable position for anastomosis. 
Chromic 000 catgut is used. Seroserous interrupted 
sutures are used to draw the incisions toward each 
other. The anastomosis itself is performed as a mu- 
cosa to mucosa approximation. A splinting catheter 
may be left in place if there is much inflammation but 
ordinarily this is not necessary. 

2. If the stricture is limited to the intramural por- 
tion of the ureter, the incision is made in the ureter 2 
centimeters from the bladder and is continued through 
the stricture up to the bladder wall. The anastomosis 
is performed as has been described in the previous 
paragraph. 

3. In ureterovaginal fistulas, low ureteroperineal 
fistulas, or abnormally placed ureteral insertions, the 
ureter is ligated above the fistula, and the same proce- 
dure is used for the anastomosis. Because of inflam- 
mation, this anastomosis usually is contraindicated 
but it is excellent in abnormal insertions. 

A rubber dam is left to drain the operative site for 
3 or 4 days. An in-dwelling catheter is left to drain the 
bladder for 8 to 10 days and suitable antibiotics are 
administered. There is no contraindication to per- 
forming the operation on both sides at the same ses- 
sion. 

There were 11 successful results in 12 cases. Dilata- 
tion diminished, renal function improved, infection 
disappeared, and late secondary stenosis did not oc- 
cur. In a 9 year old child with a tuberculous stenosis, 
the anastomosis site formed a complete stricture. Sub- 
sequent surgery in a healthy area using intubation 
was successful. 

The portion of the ureter distal to the anastomosis 
atrophies completely. This was demonstrated at the 
postmortem examination of a patient who died 
several months following an operation for a nonuro- 
logic condition. 

The author concludes that this simple and quick 
technique yields excellent results when applied to 
selected cases. Vesicoureteral reflux always occurs 
but its effects are minimal as long as urination is not 
impaired by any lesion of the bladder neck or urethra. 
In such cases, anastomosis should be followed by re- 
section of the neck of the bladder. This measure 
should also be resorted to in every other ureterocys- 
toneostomy that is done. 

—Edward J. Frishwasser, M.D. 


The Anatomic Bases of the Ileoureterocystoplasty 
(Les bases anatomiques de l’iléo-urétéro-cystoplastie), 
Louis Quénu. 7. urol. méd., Par., 1957, 63: 237. 

THE use of a portion of the small intestine to replace 

one or both ureters, as in the ileoureterocystoplastic 

operation, or to increase the size of a small bladder 
has found a place in urological surgery. The ileum is 

remarkably well vascularized and it is easy to use a 

small section of the bowel for replacement or plastic 

purposes. Its use to replace one or both ureters causes 
the operation to become very complicated. Not only 
must the section of the bowel to be used for replace- 
ment be readily mobilized but its vascularity must be 
maintained. The anastomosis between the sectioned 
bowel needs to be re-established, the anastomosis be- 
tween the kidney, ureter, and bladder has to be made, 
and the reperitonealization of the entire operative 
field is necessary to prevent herniation and strangula- 
tion of the bowel. In order to prevent the most com- 
mon complications of this type of operation (bowel 
strangulation, gangrene of the isolated loop of ileum, 
and internal hernia, due to improper peritonealiza- 
tion), the author has not only described the anatomy 
and blood supply of the small intestine, but he has 
illustrated the technical points in performing the ileo- 
plasties and, in particular, the ileoureteral cystoplasty. 

In an extensive review of the anatomy and, espe- 
cially, of the blood supply of the small bowel, the au- 
thor has used the results of 120 dissections of the bowel 
in order to diagram the arborization of the vessels in 
the intestinal loops and to show where section of the 
bowel would be associated with the most adequate 
blood supply. The isolated loop of bowel should be 
rectangular with the blood supply coming from the 
root of the mesentery and spreading out fanlike to its 
free borders; in this way the loop assumes the form of 
a curve. 

When the proper length of small bowel needed for 
the procedure has been selected, it is wise to consider 
its probable mobility so that it can be readily moved 
into position for anastomosis. The vascularity of the 
loop should be studied for several minutes to deter- 
mine its future viability. As reperitonealization is so 
important following this type of surgery, this phase of 
the technique deserves consideration prior to defini- 
tive commitment of the section of bowel. 

The various technical possibilities of the use of the 
ileum for replacement of the ureters or as a means of 
increasing the size of the bladder are beautifully illus- 
trated in this article. The creation of a segment of 
bowel with antiperistalsis, so that the bowel helps to 
conduct the urine toward the bladder becomes a 
problem. Again the emphasis must be placed upon 
providing for reperitonealization of the cut edges, as 
well as closure of the openings in the mesentery. 

The author’s surgical experience is associated with 
2 cases of bilateral ileoureteral cystoplasties. From the 
information gained in these cases the following points 
in the operative technique should be considered. (1) 
Determine at what level the anastomosis of the ureters 
should be done. This decision cannot be determined 
clinically, but must be done at the time of operation. 
(2) The cystotomy should be followed by exploration 
of the bladder. (3) The chosen loop of bowel should be 
one that is easily placed into position for anastomosis 


Fic. 1 (Quénu), The diagram shows the section of the 
terminal ileum that can be resected with preservation of 
the blood supply. The crosshatched area of the terminal 
ileum is the portion that may be devascularized by a 
resection in this area. 


without tension. (4) The ureters should be dissected 
from the surrounding tissue at the proper level. The 
lower end of the ureters should be ligated and the in- 
troduction of the proper-sized catheter fixed to the 
ureters. (5) The chosen isolation of the loop of bowel 
to be used requires minute attention to preserve its 
blood supply, before it is resected. (6) Peritonealiza- 
tion of the base of the mesentery should be the next 
step in the operation. (7) The author advises that the 
seventh step in the operative procedure should be the 
re-establishment of the continuity of the bowel with- 
out, at this time, closure of the opening in the mes- 
entery. (8) If the loop of intestine is to be anastomosed 
to the bladder, a small opening should be made into 
the bladder wall and a hemostat introduced in order 
to grasp the catheter in the ureter and to draw it into 
place preliminary to ileovesical anastomosis. (9) The 
ureteroileal anastomosis is completed by peritoneali- 
zation of the loop at this point and retroperitoneal 
anastomosis by suspension of the loop by closure of its 
extremity. (10) The vesicoileal anastomosis is next 
completed after enlarging the vesical opening to the 
required size. The ureteral catheter is placed through 
a large catheter (Pezzar, in the female patient) pre- 
viously inserted into the bladder. (11) Final perito- 
nealization is made of the isolated loop. (12) The 
opening into the mesentery is finally closed. The suc- 
cession of steps in the technique of the operation, how- 
ever, depends upon the type of procedure chosen. 

While this type of operative procedure does not 
carry any major difficulties and the procedure is not 
necessarily shocking, the operation is extremely long 
and, for that reason, should be carried out in a precise 
and methodical manner. 

_ The problem arises as to whether preliminary diver- 
sion of the urinary stream, either by cutaneous ureter- 
ostomy, nephrostomy, or simultaneous nephrostomy 
should be done. When an ileoureteral cystoplasty is 
done through the anterior abdominal wall approach, 
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Fic. 2. This diagram shows the three vascular loops 
and how they can be inoved into position for anastomosis. 


bilateral nephrostomies would certainly complicate 
the operation, except in the case in which a complete 
total ureteroplasty or, perhaps, the right kidney, 
would be exposed. In those cases in which a high 
anastomosis of the bowel to the ureter is to be made, 
either (if it is possible) the abdominal incision must be 
enlarged, or a secondary incision must be made by 
— the position of the patient on the operating 
table. 

The ileoureteroplastic operation appears to be one 
of great usefulness, for the author foresees it as a re- 
placement for the Coffey operation, ureterostomy, 
and definitive nephrostomy in a number of cases in 
which ureteral surgery is indicated. The dynamics of 
the isolated loop used as ureteral replacement have 
not been well studied. It is not yet known whether a 
retromesenteric loop of bowel retains the same con- 
tractility as a loop that has remained within the 
peritoneum. 

The diagrams illustrated in the article are con- 
sidered as the types of ileoureterocystoplastic proce- 
dures that would provide the best dynamic function. 

—Conrad A. Kuehn, M.D. 


BLADDER, URETHRA, AND PENIS 


in the Management of Exstrophy 
of the Bladder. Orvar Swenson. Surgery, 1957, 42: 
61, 


EXsTROPHY OF THE BLADDER is a congenital malforma- 
tion compatible with life, but not with a comfortable, 
happy, and healthy life. Until Young reported a tech- 
nique for reconstruction of the bladder and urethra in 
a patient with exstrophy, the usual method of treating 
these children was by ureterosigmoidostomy. Evalua- 
tion of these patients, 10 to 20 years after surgery, re- 
vealed a substantial incidence of hydronephrosis, 
pyelonephritis, and renal failure, and showed that 
there was need for a new surgical attack. 
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Fic. 1 (Sarafoff and Kischoff). The open bladder with 
a large diverticulum. Four radial incisions to enlarge the 
neck of the diverticulum are indicated. 


Twelve operations for reconstruction of the bladder 
and urethra have been completed in the past 4 years, 
and urinary continence resulted in some of the pa- 
tients, much to the surprise of the author. 

The operation is described as a difficult one, com- 
bining the principles of plastic surgery and urologic 
surgery as well as general surgery. It is suggested that 
the operation be accomplished in the first few weeks of 
life. Essentially, the operation, as described in detail 
with diagrams, consists of closing the bladder and the 
bladder neck and forming a urethra by the Denis 
Browne technique. The abdominal wall is then closed 
over the newly formed bladder, and this is quite diffi- 
cult because of separation of the symphysis. A pedicle 
flap of fascia is described. 

Diversion of the urine postoperatively by indwelling 
ureteral catheters for 10 to 12 days in order to keep the 
wound dry has been attempted with only fair success. 

Two of the 12 patients had postoperative dehis- 
cence. Fistulas, which have been closed, developed in 
3 patients. Seven of the children have urinary conti- 
nence. 

In summary, a small exstrophied bladder is ex- 
tremely difficult to close and urinary diversion is an 
unsolved problem. A 4-year follow-up on 1 child 
shows no hydronephrosis. Those patients who fail to 
gain continence by the reconstructive procedures can 
still have ureterosigmoidostomy or ileal bladders and 
the local anomaly will have been corrected by the 
attempted reconstructive operation. 

This is not a procedure that many urologists will 
have the opportunity or desire to attempt! 

—John R. Herman, M.D. 


Fic. 2. View of the diverticular inlet; technique of 
operative dilatation. 

At the right the boomerang needle has pierced the 
edge of the ridge and is ready to receive the suture. 
Above, 2 guy sutures have been placed and tied. Below, 
the radially directed incision has been caused to gape by 
traction on the two guy sutures. The first suture for lon- 
gitudinal closure (A and A!) has been introduced. At left, 
the longitudinal suture line has been completed. 


Further Experience with the Plastic Procedure of 
Sarafoff in the Operative Treatment of Bladder 
Diverticulum (Weitere Erfahruugen mit dem Ver- 
fahren von Sarafoff zur operativen Behandlung der 
Blasendivertikel durch Plastik von der eroeffneten 
Harnblase aus). DimirER SARAFOFF and STEFAN 
Kiscuorr. Urologia, Treviso, 1957, 24: 8. 


ONE OF THE AUTHORS (Sarafoff) first described his 
operation in 1954 (<schr. Urol., 1954, 47: Heft 9) ina 
report of 11 instances of large diverticula of the blad- 
der located in positions unfavorable for extirpation. 
A further experience with 8 cases of severe diverticu- 
losis of the urinary bladder is discussed. 

The essential steps in the procedure are illustrated 
in the appended figures. The procedure consists 
fundamentally of a transverse incision in the sphincter- 
like neck of the sac, followed by longitudinal traction 
on the divided tissue, that is, in the direction of the 
ridge. The resulting wound is sutured in a longi- 
tudinal direction so as to increase the opening of the 
diverticular neck. On the bladder side of the ridge the 
incision passes through the mucous, submucous and 
muscular layers; on the diverticular side the incision 
traverses only the mucous and submucous layers. 

By dilatation of the obstruction the frequently old, 
stubbornly infected, and physically deteriorated pa- 
tients were quickly rehabilitated. The procedure is 
simple, effective, and often lifesaving in its results. 

Since in every instance in this series an obstruction 
was present at the vesical neck (prostatic adenoma, 
sclerosis of the bladder neck), the fact that the obstruc- 
tion could be dealt with through the opened urinary 
bladder was a further advantage. 

— John W. Brennan, M.D. 
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Treatment of Tumors of the Urinary Bladder (Attuali 
orientamenti nella cura dei tumori della vescica). G. 
Ravasini. Acta. chir. ital., 1957, 13: 1. 

THE CLASSIFICATION of the tumors discussed in this 

study is that suggested by Franksson in 1952 (Acta 

radiol., Stockh., 1952, 37: 1; Surg. Gyn. Obst., Internat. 

Abstr. Surg., 1952, 95: 409). They are classified as 

tumors growing into the mucosa (noninfiltrating); 

tumors involving the mucosa, and those involving 
also the superficial layers of the muscularis (super- 
ficially infiltrating); tumors infiltrating all layers of 
the bladder wall and the pericystic tissues (profoundly 
infiltrating); and, finally, metastatic tumors. With 
malignancy the author also accepts Franksson’s clas- 
sification of grades 1 to 7, depending upon the type of 
the cellular elements. In the noninfiltrating tumors 
the absence of atypical cells is regarded as grade 1, the 
resence of some atypical cells as grade 2 if the tumor 
is well delimited, and as grade 3 if the borders of the 
wth are poorly defined. In the infiltrating tumors 

in which the cells are moderately atypical the condi- 
tion is regarded as grade 5, if markedly atypical as 
grade 6, and if the cells are undifferentiated as grade 

7. Franksson also recognizes a pseudoadenocar- 

cinomatous fibroepithelioma and, finally, adenocar- 

cinoma. 

The author regards as benign those neoplasms cor- 
responding to Franksson’s grades 1, 2 and 3, as slightly 
malignant those corresponding to Franksson’s grades 
4and 5, and as highly malignant those corresponding 
to Franksson’s grades 6 and 7. With reference to size 
the author considers as small those tumors with a di- 
ameter of less than 3 cm., as medium those with a di- 
ameter of 3 to 5 cm., and those which exceed these 
measurements as large. 

With noninfiltrating tumors, which he regards as 
almost always papillomatous, the author believes that 
endoscopic treatment with the diathermy sound, with 
the loop for prostatic resection, or with aspiration by 
means of the Morgenstern apparatus will control the 
great majority regardless of the size of the growth, its 
location and, to a certain extent, of the number of the 
papillomas. Except in rare instances (impossibility of 
introducing the transurethral instrument, or the co- 
existence of calculi or diverticula) transvesical re- 
moval should be abandoned. In the bladder with 
diffuse papillomatosis (so-called villous disease) treat- 
ment should consist of endovesical application of 
radium or radioisotopes. Any recurrence is controlled 
by the endoscopic route. 

Ultimate results in this condition are best after 
total cystectomy; 9 of the 13 patients with diffuse 
papillomatosis, treated by the author in the past 5 
years by total cystectomy, are living after more than 
5 years (1 after 10, and 1 after 9 years). This proce- 
dure has been reserved for conditions resistant to 
irradiation therapy and endoscopic attack and to 
patients in whom persistent hematuria has developed. 

With reference to infiltrating tumors of the urinary 
bladder the author accepts the classification of 
Jewett (Tr. Am. Ass. Genitourin. Surgeons, 1944, 37: 51) 
who postulated a difference in the rate of curability 
between those infiltrative processes which had reached 
the superficial layer of muscle (stratum externum) 

those which involved only the internal layer 
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(stratum internum). He believes that the latter are 
more easily curable and may be treated endoscopi- 
cally, particularly those involving the trigone and 
neck of the bladder and those showing a grade of 
malignancy of not more than 4 or 5 in Franksson’s 
classification. The author concedes that such tumors, 
when surgery alone is not deemed sufficient, may be 
benefited by the transvesical implantation of radon 
seeds as recommended by Pool-Wilson (Brit. 7. Urol., 
1954, 26: 356). The author believes that the tumors 
which involve the wall of the bladder covered by 
peritoneum should be treated by partial or subtotal 
cystectomy, and that total cystectomy should be re- 
served for multiple tumors, tumors with large surfaces 
(more than 5 cm. in diameter), recurrences after 
irradiation therapy, and radiocystitis with persistent 
hematuria. 

Of the patients with deeply infiltrating tumors, 
those involving the stratum externum and the peri- 
cystic tissues, the author during a period of more than 
5 years has treated 19 with infiltration of the peri- 
cystic tissues, and 7 in whom the histologic examina- 
tion of the removed regional lymph nodes revealed 
the presence of metastasis. Of the first group, 3 are 
living after more than 5 years; of the second group 
2 are 5 year survivals. In 4 of these survivors enlarged 
cystectomy was performed (cystoprostatovesiculec- 
tomy); in the one woman cystohysterocolpourethrec- 
tomy with removal of the umbilicoprevesical fascia 
and of the regional lymph nodes as far as the iliac 
bifurcation. In the fifth case cystectomy and complete 
removal of the umbilicoprevesical fascia were car- 
ried out. None of these neoplasma exhibited a grade of 
malignancy higher than 6 in Franksson’s classifica- 
tion. All of the patients with tumors which had in- 
filtrated more deeply than the stratum internum of 
the bladder musculature (grade 7) died after opera- 
tion or as a result of metastases. 

In the cases judged inoperable derivation of the 
urine (cutaneous or intestinal) and total cystectomy 
were performed as palliative measures, since death 
from metastases is less painful than the so-called 
vesical death. —John W. Brennan, M.D. 


Total Cystectomy; Analysis of 225 Cases from the 
Bladder Tumor Registry. Jack W. Scuwarztz, F. K. 
Mostor!, F. Reep, Jr., and Arcure L. Dean. 
J. Urol., Balt., 1957, 78: 41. 


THE AUTHORS present an analysis of 225 cases of total 
cystectomy from the Bladder Tumor Registry of the 
American Urological Association at the Armed Forces 
Institute of Pathology. The 225 tumors were classified 
according to the Bladder Tumor Registry’s new cri- 
teria, which are based entirely on the histologic ap- 
pearance of the tumor. Papillary tumors in which the 
epithelium is indistinguishabie from the bladder epi- 
thelium are classified as papillomas. Those showing 
anaplasia, increased mitotic activity, and thickening 
or lack of differentiation of the epithelium are called 
papillary carcinomas, grade 1. Tumors with a moder- 
ate degree of anaplasia and lack of differentiation are 
classified as grade 2 carcinomas (papillary, papillary 
and infiltrating, or initially infiltrating). Tumors with 
marked anaplasia or complete loss of differentiation 
are called grade 3 carcinomas. Pure squamous car- 
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cinomas and adenocarcinomas of the bladder are 
similarly classified. 

In this series, there were no instances of papilloma 
or papillary carcinoma grade 1; 14 per cent were 
papillary carcinomas grade 2; 31 per cent were papil- 
lary and infiltrating carcinomas grade 2; 29 per cent 
were papillary and infiltrating carcinomas grade 3; 
13 per cent were infiltrating carcinomas grades 2 and 
3; and 13 per cent were infiltrating squamous car- 
cinomas grades 2 and 3. 

The over-all 5 year survival rate in this series was 
17 per cent. The survival rates varied considerably 
for the various diagnostic groups; the rate was 27 per 
cent for papillary carcinoma grade 2; 24 per cent for 
papillary and infiltrating carcinoma grade 2; 15 per 
cent for papillary and infiltrating carcinoma grade 3; 
10 per cent for infiltrating carcinoma grades 2 and 3, 
and 3 per cent for squamous and infiltrating carci- 
noma grades 2 and 3. 

Of the 169 patients in whom the cause of death and 
disposition of the ureters were known, 133 had ure- 
terointestinal anastomosis, 26 had ureterocutaneous 
anastomosis, and 10 had one ureter anastomosed to 
the skin and the other to the intestine. 

An analysis of the high mortality rates should take 
into consideration the type of patient selected for 
cystectomy, the specific justification for the operation, 
the period in which the operation was perfornied (as 
before antibiotics were known), the experience and 
dexterity of the operator, and the adequacy of the 
preoperative and postoperative preparation and care. 

Survival rates should improve with the availability 
of antibiotics, isotopes, blood, better anesthesia, more 
thorough preparation of patients, and better under- 
standing of the blood electrolytes, as well as the newer 
operations in which isolated bowel segments are 
placed to serve as urinary receptacles. 

—David Rosenbloom, M.D. 


ae ser of the Urinary Bladder with a Segment 
of Ileum. Dewarp O. Ferris. 7. Urol., 1957, 77: 826. 


WHEN THE URINARY BLADDER CONTRACTS to such a 
degree that its capacity is reduced to 30 or 40 c.c., it 
ceases to function, and the unfortunate patient is dis- 
tressed by the constant dribbling of urine. Moreover, 
the upper part of the urinary tract is affected ad- 
versely because dilatation takes place, and, as this 
complication progresses, renal function becomes im- 
paired. One of the most common causes of this con- 
traction is interstitial cystitis. 

The thought occurred to the author that it might be 
possible to use a segment of ileum to enlarge the 
urinary bladder in instances of contracted bladder. If 
a side-to-side anastomosis was used to join the segment 
of ileum to the dome of the bladder, a normal ure- 
terovesical juncture and a normal vesical neck could 
be maintained, with the distinct possibility of normal 
vesical function. Such an operation was performed on 
a woman, and again on a man, with good results each 
time. 

The cases reported involve not so much anastomosis 
of the ileum to the bladder as they do plastic enlarge- 
ment of the bladder in which a segment of ileum is 
used as a sheet of material, rather than as a tube. 


Being much more pliable than the thickened, con. 
tracted vesical wall, the portion of ileum behaves as 
an accordion pleat. During filling of the bladder the 
portion of ileum is pushed out, and during micturition. 
a slight increase in intra-abdominal pressure pushes it 
in, as a pleat would be pushed in. The enlarged blad. 
der empties completely. There is no lumen in which 
mucus can collect and prolapse does not occur, as 
such. The ileal segment is small. Disturbance of the 
electrolytes of the blood has not ensued. 

The author concludes that the use of a short seg. 
ment of the lower part of the ileum is suitable ana- 
tomically and physiologically for plastic enlargement 
of the urinary bladder in either sex. 


Internal Urethrotomy; a Review of 286 Interven. 
tions (L’uretrotomie interne a pro de 286 inter. 
ventions). G. CaBanté. 7. urol. méd., Par., 1957, 63:1, 


THE AUTHOR reviewed his results in 286 cases in which 
internal urethrotomy was done for stricture of the 
urethra. It would seem to him that although this opera- 
tion was first devised a little more than 100 years ago 
by Maisonneuve, in an era before the birth of aseptic 
surgery, there is still an established indication for this 
procedure. 

In North Africa, blennorrhea is considered with a 
fatalistic negligence, and it was the cause for all the 
strictures in this series of patients except one. The ex- 
tensive stricture is rather the exception, for the patient 
is usually seen for the first time because of complica- 
tion of stricture or even acute urinary retention. Occa- 
sionally an internal urethrotomy should be done prior 
to general surgery in order to avoid serious difficulties 
with postoperative retention of urine. This procedure 
can be used in the patients who fear the pain associated 
with the gradual dilatation that must be started with 
the small bougies. Finally, a major indication for this 
procedure is the treatment of the complex periurethral 
fistulas that are so frequently encountered in North 
Africa. 

The author points out that the strictures so fre- 
quently encountered in these patients affect only the 
internal or mucosal layer of the urethra and do not 
involve the deeper layers; thus, the normal elasticity 
of the urethra is not affected because the external zone 
and the continuity of the fibrous sheath are not in- 
volved. 

Although the periurethral sinuses and fistulas may 
be complex, the opening from the urethra is often 
small, short, and single. The urethral opening may 
not be found, even after careful search of the corpus 
spongiosum. 

The main indication for internal urethrotomy is, 
therefore, in the treatment of strictures following com- 
mon urethritis, but this procedure can also be used in 
the management of complicated strictures associated 
with periurethral fistulas. Periurethritis that has not as 
yet been associated with perineal fistulas and urinary 
tumors should not be treated without performing an 
internal urethrotomy at the same time. This proce- 
dure, however, is not applicable to meatal strictures, 
those deep in the urethra, aplasia of the urethra, 
or to the recurrent strictures following surgical inter- 
ventions, plastic operations, or trauma. 
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The author’s technique of performing an internal 
urethrotomy is described as follows: 

He uses local or general anesthesia less often than in 
the past because the passage of the blade through the 
strictured area causes only momentary pain. If anes- 
thesia is used, the next step is to inject into the urethra 
3c.c. of a 3 per cent aqueous solution of mercuro- 
crome. Then 3 c.c. of 1 to 10,000 solution of adrenalin 
are instilled into the urethra, unless there has been a 
recent intraurethral manipulation (less than 2 days 
previously). At times meatotomy is helpful after local 
anesthesia, to facilitate passage of the instrument. 
Finally, 3 c.c. of sterile oil is injected into the urethra. 

A filiform is directed through the strictured area 
and into the bladder. This procedure is the most dif- 
ficult part of the operation. The author believes that 
nearly all strictures can be catheterized if the proper 
technique in the passage of a filiform is used. At 
times several trials may be necessary to accomplish 
this part of the procedure, but complete failure is 
indeed rare. Because of this, internal urethrotomy can 
nearly always be done. 

The urethrotomy instrument is passed in the usual 
manner of a sound, and the removal of the blade 
through the strictured area completes the procedure. 
The Maisonneuve instrument as modified by Nicolich 
is preferred for this operation. The total height of the 
cutting blade should be fixed at 8.5 mm. The use of 
blades of smaller or larger sizes does not produce the 
same good results. Cabanie warns against the danger 
of using a blade that will cause an incision into a 
urethral mucosa that is too shallow. He also advises 
against multiple incisions. The blade of the urethrot- 
omy can be introduced even as far as the bladder 
without producing hemorrhage, if the proper han- 
dling of the instrument and the right amount of pressure 
are maintained. The use of an indwelling catheter 
after the operation can be omitted without danger of 
the development of periurethral complications, espe- 
cially if the urethrotomy is done with the large blade. 

In a review of 286 cases treated at the French 
Hospital in Tangier (1927-1955), the author has con- 
cluded that not only can ordinary strictures be treated 


_ by urethrotomy with the Maisonneuve-Nicholich 


urethrotome, but the procedure should also be used in 
the initial phase of management of complicated peri- 
urethral strictures associated with stricture formation. 

The operation is not serious, complications result- 
ing from the procedure are not encountered, and 
postoperative sequelae are rare and usually mild. 

There was only one death associated with this 
series of cases and it was not attributed to the proce- 
dure. There were 4 or 5 cases of mild periurethral 
suppuration, and one case of abscess in the space of 

etzius. 

Following internal urethrotomy, the urethra ad- 
mits a No. 37 Benique catheter, and a large per- 
centage of the patients had progressive urethral dila- 
tations to 50 or 52 in only a few seances. The author’s 
results indicated to him that in simple strictures of 
the. urethra, and even in strictures complicated by 
periurethritis with fistula formation, internal ure- 
throtomy with the proper instrument and the proper 
— of the blade produced excellent curative 
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Urethral resections or plastic operations are always 
useless and better results can be obtained by local 
resection of the floor of the stricture and proper sub- 
sequent care. 

The follow-up of these patients was not always 
ideal, and the results would indicate that patients who 
neglected proper subsequent dilatations of the ure- 
thra were found to have some diminution in the 
caliber of the urethra when they were examined, but 
they did not present the tendency toward progressive 
stenosis that is usually seen in the untreated patient. 

—Conrad A. Kuehn, M.D. 


GENITAL ORGANS 


Genital Tuberculosis in the Male; Clinical Pathology 
and Effect on Fertility. RaLpH J. VEENEMA and 
Joun K. Larrmer. 7. Urol., Balt., 1957, 78: 65. 


THE AUTHORS studied the fertility and clinical path- 
ology of 60 patients with genital tuberculosis. Eighty 
five per cent of the genital tuberculosis appeared to be 
secondary to renal tuberculosis. Most of the epididymal 
tuberculosis was secondary to prostatic tuberculosis. 
The authors believe that the genital tract could be in- 
fected either by urinary contamination from the in- 
fected kidneys or by hematogenous spread directly to 
the genitalia. 

Fertility was sharply reduced by genital tuber- 
culosis. Absent or scanty semen was common in pro- 
static tuberculosis. Total sperm counts and motility 
were usually reduced. The morphology of sperm was 
not affected, and the testes showed moderately de- 
pressed spermatogenesis only. The over-all effect of 
genital tuberculosis on the testes appeared to be one 
of simple tubular blockage plus the secondary atrophy 
of debilitating disease. In 4 of 35 patients, semen cul- 
tures were positive for tubercle bacilli, and in another, 
a positive smear was obtained. One patient’s wife had 
tuberculous ulceration of the posterior vaginal 
fourchet, demonstrating the possibility of transmission 
of tuberculosis by means of the ejaculate. The authors 
believe that all prostatic and epididymal tuberculosis 
should be treated for 2 years with isoniazid, 100 mgm. 
3 times daily, sodium PAS, 5 gm. 3 times daily, and 
possibly streptomycin also. Epididymectomy should 
be done only in case of an acute abscess of the epididy- 
mis, or when the epididymal focus is a constant source 
of urinary infection. —David Rosenbloom, M.D. 


Hormonal Therapy of Benign Prostatic Hypertrophy 
and of Carcinoma of the Prostate (Hormonelle Be- 
handlung des Prostataadenoms und Prostatakarzin- 
oms). C. E. ALKEN and H. K. BuscHer. Muench. med. 
Wschr., 1957, 99: 872. 


ADENOMATOUS HYPOPLASIA of the prostate occurs 
early in life and can, as a rule, be demonstrated in 
the fifth decade. Only a relatively small percentage 
of patients with prostatic hypertrophy, however, will 
present symptoms of prostatism. Symptoms are rare 
before the fiftieth year of life and usually do not 
appear before the sixtieth year. 

The foci of the pathological process are the peri- 
urethral or subtrigonal glands, while the true pros- 
tatic tissue becomes atrophic, being compressed 
between the adenoma and the capsule. 
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Therapeutic measures consist of various types of 
prostatectomies, with a mortality under 5 per cent. 

In the early stage of prostatism, however, hormonal 
therapy has proved successful. The authors classify 
as an early stage the presence of an irritable bladder 
without residual urine. 

The administration of androgens exclusively is 
rejected because of the possibility of activating latent 
carcinoma of the prostate. Furthermore, since the 
beginning of adenomatous hypoplasia occurs early 
in life, long before symptoms develop, the theory 
that a lack of androgens is a causative factor does not 
appear valid to the authors. 

In the early stage of prostatism (irritable bladder 
without residual urine) the authors administer 
estrogens or estrogen and androgen combinations, 
preferably the first. The amount required is small 
and should not result in notable impairment of 
sexual potency or evidence of feminization. Although 
the adenoma proper will not be substantially altered, 
symptomatic improvement will be evident in a large 
percentage of patients. Continuous treatment is not 
necessary. A course of estrogen therapy in spring 
and in fall, for instance, will keep a high percentage 
of patients asymptomatic. Boeminghaus’ prophylactic 
management (destruction of the periurethral glands 
by fulguration of the posterior and lateral aspects 
of the prostatic urethra), recently reviewed by Gil 
Vernet, might be an additional procedure of benefit. 

Estrogen therapy of advanced prostatism when 
there is a considerable amount of residual urine has 
proved disappointing in the authors’ hands. If at- 
tempted because of contraindications to prostatec- 
tomy, large amounts of estrogens (enough to cause 
evidence of feminization) should be administered. 

Cancer of the prostate must be treated with 
estrogens. In the majority of cases life and comfort 
can be prolonged considerably. Ten per cent of 
prostatic carcinomas will be resistant to therapy. 
Removal of the main source of androgens by means of 
an intracapsular orchiectomy will enhance the ef- 
ficiency of the treatment. The authors have no ex- 
perience with adrenalectomy. Obstructive symptoms 
are best treated by transurethral resection. Radical 
prostatectomy in the authors’ opinion has retracted 
into the background and will be applicable to only 
a very small selected group of patients. 

— Heinz E. Cron, M.D. 


Prostatic Serum Acid Phosphatase Level in Cancer of 
the Prostate; Diagnostic and Clinical Significance 
as Illustrated by 13 Case Histories. CHaries D. 
BonNnER, FREDDY HomspurGEeR, GEORGE B. SmITHY, 
—- R. F. Borces. 7. Am. M. Ass., 1957, 164: 
1070. 


Since 1954 at the Holy Ghost Hospital of Cambridge, 
Massachusetts, it has been routine to determine the 
level of prostatic serum acid phosphatase of all male 
patients annually. By this means 5 unsuspected car- 
cinomas of the prostate have been detected out of a 
population of 221 men. 

Of the 5 patients, 1 had a fracture of the hip and 
bony sclerosis on x-ray examination. A rectal exam- 
ination had been neglected till the prostatic acid phos- 
phatase was reported as elevated. Then the roentgen 


findings and the hard nodular prostate suggested os- 
teoblastic metastases from prostatic carcinoma. 

Another patient was admitted with paralysis agi- 
tans. The routine prostatic phosphatase was elevated 
and this led to a biopsy of the prostate which revealed 
adenocarcinoma. Nodularity of the prostate had been 
noted on admission but had not been suspected. 

On the other hand clinically suspicious lesions with- 
out enzyme elevation have proved to be benign, again 
illustrating the superior value of the serum test over 
palpation per rectum. A 3 millimeter nodule of pre- 
sumed carcinoma of the prostate in 1 patient whose 
prostatic serum acid phosphatase remained at 0.2 units 
and 0.12 units was found to be a calculus. A perineal 
biopsy rather than a prostatectomy was done because 
of the serum test. 

Another patient’s hard, nodular prostate was finally 
removed at suprapubic prostatectomy. Prostatic acid 
phosphatase had been 0.3 units. The pathologist found 
only benign adenomatosis. ; 

Among 113 patients with proved carcinoma of the 
prostate, 54 had elevated prostatic phosphatase and 
normal total phosphatase. On rare occasions testos- 
terone stimulation (50 mgm. thrice weekly) is neces- 
sary to establish the diagnosis more definitely. After 
1 to 4 weeks of stimulation a constantly elevated 
‘prostatic’? phosphatase level is obtained. 

The clinical significance of a prostatic serum acid 
phosphatase above 0.6 King-Armstrong units per 100 
milliliters is again emphasized. The L-tartrate inhibi- 
tion seems quite specific and selected cases are pre- 
sented which illustrate the reliability of the test. 

A septuagenarian with a large pelvi-abdominal mass 
had a normal total acid phosphatase of 4 units. (Ab- 
normal levels of total acid phosphatase are those above 
5 King-Armstrong units per 100 milliliters.) Barium 
enema and sigmoidoscopy were negative. The “pro- 
static” acid phosphatase of 2.9 units led to a prostatic 
biopsy which revealed an adenocarcinoma. With hor- 
monal therapy the mass disappeared. 

Another patient with paraplegia had a decompres- 
sive laminectomy and metastatic squamous carcinoma 
was noted. The total acid phosphatase was normal 
but the prostatic acid phosphatase proved to be slightly 
elevated and after administration of testosterone (50 
mgm. thrice weekly) a definite elevation was obtained. 
At autopsy an adenocarcinoma of the prostate was 
found. 

Thus the biochemical reaction proved to be more 
accurate than the initial histologic determination. 

A third patient arrived with pain in the hip and a 
loop colostomy which had been established 9 months 
previously. A laparotomy for a sigmoid obstruction 
had disclosed an infiltrating malignant condition in 
the pelvis from which a biopsy of anaplastic carcinoma 
had been obtained. A chordotomy was decided upon, 
but before it could be done the discovery of an ele- 
vated 2.1 units of prostatic serum acid phosphatase in 
the face of a normal total level led to estrogen therapy 
instead. The obstructing mass dramatically regressed 
so that the colostomy was no longer necessary. 

Thus the L-tartrate inhibition of the serum acid 
phosphatase is useful in diagnosing unsuspected 
cases of prostatic cancer often still localized in the 
gland. — Everett Shocket, M.D. 
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The Use of ‘“‘Cavography” in the Diagnosis of Testicu- 
lar Tumors (La cavografia de los tumores del testi- 
culo). JoRGE LockHart, A. CorLerReE ARMAS and 
Hector J. Potvero. Arch espan. urol., 1956, 12: 230. 


RoENTGENOLOGICAL VISUALIZATION of the inferior vena 
cava, first described by Dos Santos in 1935, has been 
employed more recently by some investigators in the 
study of retroperitoneal tumors and abdominal 
lymphadenopathy. 

The present authors advise the routine use of this 
procedure in cases of testicular tumor in which the 
early diagnosis of metastatic involvement of the 
para-aortic lymph nodes might not be made solely 
by abdominal palpation, pyelography, or gastro- 
intestinal roentgenography. 

Under local anesthesia a plastic catheter was in- 
troduced into the common iliac vein through an 
opening in the proximal segment of the greater 
saphenous vein. By means of manual pressure, 20 to 
30 c.c. of a 70 per cent iodide solution (fortombrina, 
acetodione) were injected. At the end of the injection 
of the dye 4 to 6 films were taken in rapid succession. 
Aside from a few instances of nausea and vomiting 
observed immediately after introduction of the dye, 
no serious complications were recorded. 

The article is illustrated with “cavograms” of 7 
clinical cases, 5 of which were testicular neoplasms. 
Filling defects, distortion, and partial or complete 
disappearance of the inferior vena cava were the most 
frequent findings. — Mansur Taufic, M.D. 


Varicocele, Age, and Fertility. J. K. Russe... Lancet, 
Lond., 1957, 2: 222. 


THE AUTHOR examined the semen of 650 men, of 
which group 70 per cent were of normal fertility. 
Forty-eight of the 650 men were found to have a 
varicocele. Six of the 20 men under 30 and 23 of the 
28 over 30 had sperm counts below the acceptable 
fertility level of 20,000,000 per cubic centimeter. From 
his studies, the author suggests that the risk of sub- 
fertility increases with the persistence of a varicocele. 
Most surgeons have advised against surgical treat- 
ment in the belief that further damage may be in- 
flicted on the blood supply of the testis, but it has been 
pointed out that operative treatment of varicocele is 
much safer if the testicular veins are ligated at the site 
where the testicular artery is large enough to be 
identified and avoided. Following the surgical treat- 
ment of varicocele in many instances, a dramatic im- 
provement in the semen quality has been obtained. 
There may be a place for preventive surgery if it is 
accepted that the risk of subfertility increases signifi- 
cantly when the varicocele persists after 30 years of 
age. —Robert O. Beadles, M.D. 


MISCELLANEOUS 


Some Principles in the Care of Urinary Tract In- 
Joun L. McCormack and ALEXANDER W, 
RETZ. 7. Am. M. Ass., 1957, 164: 1180. 


AccIDENTS occurring in traffic, industry, and sports 
account for most kidney trauma. About 58 per cent 
are simple contusions which are characterized by 
hematuria only, without any evidence of perirenal 
tumefaction or severe blood loss. With simple suppor- 
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tive therapy these will heal. About 35 per cent of in- 
juries take the form of renal fracture in which peri- 
renal tumefaction, loin tenderness, and rigidity, as 
well as some shock, are present in addition to the 
hematuria. Again surgery is to be avoided initially. 
Complete bed rest is mandatory. If the signs of pro- 
gressive blood loss persist then exploration is recom- 
mended. A plain roentgenogram of the abdomen will 
often disclose perirenal tumefaction with obliteration 
of the psoas shadow and displacement of intestinal 
gas. Excretory urograms plus abdominal ureteral 
compression may well demonstrate extravasation of 
dye through renal parenchyma. It is mandatory that 
prior to exploration the presence and function of the 
contralateral kidney be clearly established. 

A few kidney injuries take the form of fragmentation 
with massive blood loss, urinary extravasation, and a 
rapidly developing flank mass. Immediate surgical 
control of the bleeding is necessary and usually 
nephrectomy is unavoidable. 

Ureteral injury is usually the result of pelvic sur- 
gery. Preoperative excretory urography in patients 
with significant pelvic masses will aid in alerting the 
surgeon to the anomalous deviated position of a ureter. 
Preoperative placement of ureteral catheters is good 
insurance indeed. Suspected ligation of a ureter, if not 
satisfactorily ascertained by visual dissection, can be 
verified by passing a catheter through a 1 em. longi- 
tudinal incision in the ureter from above. Longitudinal 
incisions less than 2 cm. long need not be sutured, but 
adequate extraperitoneal drainage is essential. Partial 
transection is best managed by one or two No. 0000 
chromic absorbable sutures through the serosa and 
muscularis with a catheter splint. Complete transec- 
tion, if corrected by end-to-end anastomosis, fails in 
20 per cent and then usually because of stricture. A 
side-to-side anastomosis of two layers seems more 
satisfactory. Of course, if the ureter can be implanted 
into the bladder this is preferable. Drainage is best in 
the area near the trigone. A two layer anastomosis and 
an oblique passage through the bladder are recom- 
mended. Extraperitoneal drains are essential in all 
ureteral injuries and should be used for 6 to 8 days. 

The bladder may be injured at surgery, but usually 
itis a bone spicule that lacerates it, pelvic fracture being 
the most common precipitant. A full bladder can be 
injured directly in the absence of bone fracture. The 
sudden increase in hydrostatic pressure finds release 
through the weakest part of the bladder, which is the 
dome or peritonealized surface. The patient is unable 
to void. Retrograde cystourethrograms and intra- 
venous pyelograms are invaluable in confirming the 
presence of a bladder rent. 

When shock has been corrected, prompt surgical 
management includes control of the bleeding, ade- 
quate drainage of extravasated urine, and diversion 
of the urine via a cystostomy tube maintained for 7 to 
10 days. The simple laceration of the bladder in- 
curred at surgery is ameliorated by two layer closure 
and transurethral bladder drainage for 8 days. 

Urethral injuries above the urogenital diaphragm 
are similar to bladder injuries in treatment, in their 
origin from pelvic fracture, and in the facts that there 
are loss of voluntary control and extraperitoneal 
extravasation of the urine. 
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Urethral injuries distal to the urogenital diaphragm 
are characterized by the fact that urine contamination 
does not occur unless the patient attempts to void. 
These injuries resemble straddle injuries in that the 
perineum is compressed against the symphysis pubis. 
Blood oozes from the urethra; catheterization is usu- 
ally unsuccessful. An oblique urethrogram is only 
rarely indicated to confirm the diagnosis. 

Treatment hinges on inserting a urethral catheter. 
If this cannot be accomplished by direct urethroscopy, 
then prompt cystotomy is necessary. The catheter is 
then placed by working from the urethral meatus and 
from the internal vesical orifice. It should be left in 
place for 2 weeks. No urethral suturing is undertaken. 
Follow-up care demands periodic dilatations. Oral ad- 
ministration of cortisone is being tried in an attempt 
to reduce fibrous stricturing.— Everett Shocket, M.D. 


Contribution to the Subject of Experimental Ileo- 
cystoplasty (Contributo alla ileocistoplastica speri- 
mentale). F. R. BANcHIERI and G. MER LO. Boll. Soc. 
piemont. chir., 1957, 27: 104. 


SEVEN DoGs, ranging in weight from 13 to 19 kgm., 
were subjected to the operation of ileocystoplasty 
with uniform regime and uniform surgical technique 
throughout. Two of these animals were females and 5 
were males. 

For a few days prior to operation each animal was 
given daily 2 grams of a preparation of sulfaguanidine 
for the purpose of reducing as much as possible the 
intestinal bacterial flora. Urethral catheterization was 
maintained only during the operative period. 

The technique in each instance consisted of a 
median subumbilical incision with extraperitoneal 
exposure of the bladder. The peritoneum was then 
opened, a portion of the terminal loop of the ileum 
(approximately 25 centimeters above the ileocecal 
valve) was freed and, together with its mesentery, 
brought down to the partially resected bladder and 
sutured to that organ by means of two rows of inter- 
rupted sutures. The deeper row of sutures was of fine 
catgut and completely buried, so that these sutures 
did not penetrate the mucosa. The superficial layer 
of catgut sutures then closed the peritoneum. The 
abdominal incision was then closed, and a drain was 
left in the space of Retzius. 

In the first 2 animals who were operated upon the 
anastomosis gave way, death by peritonitis following. 
In those which recovered, the urine was withdrawn 
at intervals and subjected to laboratory analysis. This 


analysis showed a rather uniform behavior of the 
animal’s reaction to altered conditions. By the fifth 
postoperative day the azotemia had as a rule reached 
its highest point (never more than 0.48 grams pro 
mille) and had, by the eighth day, returned to its pre- 
operative level or was slightly lower. The urine, 
which contained blood and mucus during the im. 
mediate postoperative period, finally became clear 
of erythrocytes and contained at most a few flakes 
of mucus. 

The surviving animals were sacrificed at periods of 
15, 30 and 75 days and the tissues involved in the 
neostomy were examined histologically. These ex. 
aminations showed a progressive healing of both 
the intestinal and bladder tissues; strands of the 
musculature of the intestine tended to grow in among 
the muscular layers of the bladder wall and the 
epithelial lining of the anastomotic area was re- 
constituted. In this process the epithelial cells of the 
intestine had assumed more of the characteristics of 
a simple covering layer; the intestinal glands became 
progressively shallower and fewer in number. The 
author is unable to explain the mechanism of these 
changes, and merely points to them as evidence that 
the intestinal mucosa is able to adapt itself to its 
newly acquired function, losing its peculiar functions 
as a portion of the intestinal tract and its capacity 
for re-absorbing the urinary constituents (increased 
azotemia disappears). 

Thus the author believes that the operation is of 
value for supplementing the bladder capacity in those 
patients in whom sclerotic processes (old, healed 
tubercular processes) have so reduced the size of the 
vesical cavity that it interferes with the patient’s 
avocational pursuits and constitutes a threat to the 
kidney. When the ureteral apertures are involved 
in the shrinking process, they must, of course, be 
excised and a neostomy made. In the young woman 
the function of child-bearing must be given up. 

In the discussion, Bertocchi suggested that the 
procuring of the intestinal loop should be made higher 
up along the ileum, above the point of attachment of 
the diverticulum of Meckel, in order to acquire a 
more direct arterial supply to the displaced segment. 
In replying to the discussant, Banchieri admits that 
the proposal is of value; however he points out that 
his experimental work has shown that procuring the 
transplant from the terminal ileum is, under the con- 
ditions here encountered, adequate. 

— John W. Brennan, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Anorganic Bone—Chemistry, Anatomy, and Biologic 
Reactions. A. Hurtey and Frep L. Loser. 
Mil. Med., 1957, 121: 101. 


In THIS sruDY the authors report grafting of bones 
from one animal to another. Bones from human 
beings, cows, and rats have been successfully trans- 
planted into the hind legs of dogs. They attribute the 
success of the procedure to chemical cleansing of all 
marrow and bone filler, both of which contain pro- 
teins. The resulting porous bone can be easily 
sterilized by boiling or autoclaving. It can be stored 
for indefinite periods. Removal of the organic ma- 
terial facilitates penetration into the graft by the new 
blood vessels of the host. Large amounts of such ma- 
terial could be stored for future emergency use. 

The bone is treated with ethylenediamine. This is a 
very effective solvent for the organic material in bone. 
The purity of the material is then checked by ultra- 
violet absorption spectra and pH determinations. It 
appears that the organic matrix is needed for the 
maintenance of basic histomorphology and resistance 
to fracture but is not needed to retain crystal mor- 
phology and binding. These grafts were imbedded 
subperiosteally into the tibia of the animal. A larger 
amount of callus appeared earlier if care was taken to 
preserve the periosteum. 

“Anorganic bone” appears to be accepted by the 
host regardless of species. A clinical trial using 
“anorganic bone” has begun at Highland Memorial 
Hospital. —JF. Robert Close, M.D. 


Salmonella Osteomyelitis in Patients with Sickle Cell 
Anemia. E. W. Hoox, C. G. Campsetr, H. S. 
Weens, and G. R. Cooper. WN. England 7. M., 1957, 
257: 403. 


Four cases of salmonella infection were encountered 
during a study of 36 consecutive cases of sickle-celled 
anemia. Four extensive case reports are included with 
5 x-ray plates and a table showing 33 cases of salmo- 
nella infection in patients with sickle-celled anemia. 
These are the 33 cases that have been reported to date. 

There were three times as many males as females. 
Osteomyelitis was present in 31 of the 33 patients. 
Multiple foci developed in two-thirds of the cases. 
The most effective therapy appears to be chloram- 
phenicol combined with surgical drainage. 

—Richard 7. Bennett, Jr., M.D. 


Metaphysial Dysostosis (Die metaphysaeren Dysosto- 
METAPHYSIAL DysosTosis was first described by Jan- 
sen in 1934. The condition is very rare. Only one 
other case has been reported in the literature since 
Jansen’s original report. A third case has now been 
observed at the Heidelberg Orthopedic Clinic. This 
case has been followed for the last 20 years. This is 
the first case to be described which has been followed 


until after the cessatic:. of growth. Jansen’s case was 
that of a boy who had congenital club feet. The child 
was a dwarf. This was more strongly expressed in the 
lower than in the upper extremities. The feet were in 
valgus position. The skull and vertebrae were normal. 
The dentition was retarded. There was anemia and 
an elevation of the serum calcium. The metaphyses of 
the extremities were markedly widened. The roent- 
genograms showed this process to be most severe in 
the tubular bones, particularly in the hands and feet. 
The process was generalized and limited to the 
metaphysial region of all of the tubular bones, while 
the epiphyses were free from such changes. In all of 
the diseased portions of bone there was irregular dis- 
solution of the bone, part porous and part sclerotic. 
The case of Cameron, Joung, and Sissons corresponds 
exactly to the case of Jansen. 

The present case from the Heidelberg Orthopedic 
Clinic was that of a patient who was born on August 
20, 1914, and was first studied on September 15, 1930. 
In this patient the long tubular bones were, without 
exception, shortened in their diaphysial portions. In 
their compacta and spongiosa they were normal and 
powerfully structured, but bent strongly so that the 
bent part extended into the metaphysial region. The 
epiphyses showed an almost normal form, at the least 
a slight enlargement, and at their bases against the 
epiphysial line perhaps a slight widening. The 
epiphysial lines gaped widely; they were repeatedly 
over one centimeter in width. The epiphysial lines 
were clear but showed a slight tendency toward 
thickening. The most marked changes occurred in the 
metaphyses. There was a variable amount of honey- 
combing, thickening, and patchy areas of decalcifica- 
tion of the bone. Each metaphysis lacked a clearly 
defined structure. The abnormal metaphysial struc- 
ture extended widely into the shaft and in most of the 
skeletal structures passed gradually and without defin- 


Fic. 1 (Weil). Forearms and hands with metaphysial 
dysostosis. 
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Fic. 2. Forearms and hands after healing. 


ite demarcation into the normal diaphysis. In other 
bones a poorly defined line of bony thickening separ- 
ated the metaphysial region from the shaft, producing 
a rounded outer margin. The metaphysis ended at 
the epiphysial line with an irregular jagged boundary. 
The bones of the hands and feet demonstrated the 
changes described very clearly. In the foot these chang- 
es reached their most marked expression in the fifth 
metatarsal where the capital and basal metaphyses 
were almost in direct contact with one another and 
separated only by the shortest portion of diaphysis. 
The metacarpals demonstrated the same changes to 
an even greater degree, showing completely isolated 
pseudoepiphyses with broad epiphysial lines in the 
second to fifth metacarpals. The pseudoepiphysial 
line gaped widely. The heads of the metacarpals had 
a normal configuration. The diaphysis of the meta- 
carpals showed the typical structural changes through- 
out. The metacarpal of the thumb showed a normal 
basal epiphysis. The head of the bone and the sesa- 
moid bone of the thumb were also normally formed. 
The remainder of the thumb metacarpal was greatly 
changed and was almost twice as broad as a normal 
thumb metacarpal. The phalanges of the entire hand 
showed the same changes. Similar changes were seen 
in the ankle. Distal to the normal epiphysial lines 
were abnormal pseudoepiphysial lines. The axis of 
the ankle joint ran steeply from outward and above 
to inward and below. The small bones of the carpus 
and tarsus were completely normal in form and struc- 
ture except that the navicular bone in the wrist might 
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have been somewhat distorted. The clavicles were 
short and plump and were thickened at their medial 
ends. The ribs were moderately shortened. Their 
sternal ends were irregular and had a thick globular 
appearance. The vertebral ends of the ribs were only 
indistinctly recognizable. They also had the patholo. 
gical structure described. 

The pelvis on both sides in the region of the hip 
joints was moderately compressed. The rami of the 
pubis were irregular and poorly defined. The ramj 
of the ischium and the tuberosity of the ischium were 
similarly disturbed, as well as all of the neighboring 
bone parts. The iliac crests were irregularly cor. 
rugated. The hip joints were completely abnormal on 
both sides. The acetabulum was greatly thickened, 
The entire area of the acetabulum was displaced in. 
ward. The sclerotic honeycombed structure was 
present. The margins of the hip joints and also of the 
sacrum and ilium were irregular and jagged. Similar 
changes were seen in the region of the shoulder joint 
and acromion, while the rest of the scapula hada 
normal structure. The structure of the coracoid pro- 
cess was also disturbed. The vertebral column was 
also abnormally formed. There was a strong scoliosis 
with the convexity to the right. The epiphysial discs 
were thickened and irregular. The vertebral body 
was irregularly thickened. The boundary lines be. 
tween the bodies and the dorsal and transverse pro- 
cesses were sclerotic to an abnormal degree. These 
changes were particularly noticeable in the cervical 
vertebrae. The sacrum was distorted and mottled. 
The mandible was slightly distorted. The cranium in 
the base and the vault was without change. Perhaps 
the region of the petrous portion of the temporal bone 
was not sharply defined. The region of the sella tur- 
cica was irregular. 

There is scarcely another skeleta! disease of the 
congenital type which shows such extensive structural 
changes on the roentgenogram. Jansen and Sissons 
pointed out two important changes in this disease. The. 
first is a great change in the primary ossification of 
the metaphysis with complete disorganization of the 
growing portion of the bone. The second is the presence 
of degenerated and calcified cartilage in the meta- 
physis. This cartilage while calcified, however, is not 
ossified. This resembles chondrodystrophy. It differs 
from chondrodystrophy, however, in that the dis- 
organized cartilaginous areas in the metaphysis do not 
undergo ossification. The disease is, therefore, a type 
of osteogenesis imperfecta. It could also be called a 
type of hyposteogenesis or even aosteogenesis. The 
widening of the metaphysis is reminiscent of the con- 
dition seen in rickets. It is not clear, however, whether 
the bulbous deformity of the metaphysial region is a 
primary change due to disorganized cartilaginous 
growth or whether it is a result of secondary mechani- 
cal forces acting upon the bone. Whatever happens, 
the cartilage in this region grows in width more than 
it doesin length. It is not known why the metaphysial 
region is involved while the epiphysis and diaphysisare 
spared. 

When an apophysis is present, as in the olecranon 
and the epicondyles of the lower humerus. the de- 
velopment is normal just as it is in the epiphy 
region. The pathological changes in the hip and 
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shoulder joints are thought to be related to the 
presence of ossa-acetabuli and of an os glenoidale in 
these regions. In contrast to the pathological changes 
seen in the shoulder and hip joints, the remaining 
joints develop normally. The motion of the hip and 
shoulder joints is almost completely undisturbed in 
spite of the severe changes which are visible on the 
roentgenogram. A study of the ossification processes in 
metaphysial dysostosis shows, therefore, that there are 
two groups of bones with different patterns of ossifica- 
tion. One group has undisturbed ossification and one 

up shows the most severe degrees of abnormal 
ossification. The reasons for this remain to be deter- 
mined. In the metacarpals and metatarsals and in the 
phalanges more than one-half of the diaphysis may also 
be involved. In this connection one should remember 
that in the juvenile bones the juxtaepiphysial cartila- 
ginous tissue may extend as far as the middle third of 
the shaft. The widespread changes in the diaphyses of 
the metacarpals and metatarsals points, therefore, to 
the development of this disease at a very early age. 
It should be emphasized that there is a distinct dif- 
ference between metaphysial dysostosis and the known 
disturbances of the metaphysis due to endocrine and 
metabolic changes. 

Confusion has arisen between metaphysial dysostosis 
and osteodystrophia renalis. The complete urological 
examinations made on the case of Cameron, Joung, 
and Sissons and on the case of the author have not 
revealed any renal disturbance. It is believed that 
metaphysial dysostosis is definitely not related to renal 
osteodystrophy. 

The cases of Jansen and of Sissons et al. were not 
followed to the point where growth had stopped. The 
author’s case is the first one which has been followed 
that long. The patient was 41 years old at the time of 
the last x-ray examination. He was working and had 
never been seriously ill. His general body structure 
was the same. The marked thickening of his joints 
around the foot and hand had not changed. The 
patient’s only complaint was some limitation of motion 
in theshoulder and hip joints. The last roentgenograms, 
in 1956, correspond to the older pictures. The long 
bones still show thickening and expansion at the meta- 
physial ends and have a strong resemblance to the 
shape of a dumbbell. The epiphysial lines are closed. 
The structure of the metaphysis is much more normal. 
The old, irregular, amorphous metaphysis has dis- 
appeared without a trace. The metaphysis is now not 
sharply distinguishable from the diaphysis. The only 
difference between the two is a slight porosity of the 
metaphysis. The pronounced changes in the shoulder 
and hip joints have disappeared. The majority of the 
changes in the metacarpals and metatarsals have dis- 
appeared. The diseased bones have almost entirely re- 
built themselves. The irregularly calcified and poorly 
ossified structures have been replaced by almost nor- 
mal bone tissue. The joint margins are smooth without 
exception. It is impossible to state at what age the 
healing process began. 

A comparison of metaphysial dysostosis with fetal 
chondrodystrophy, with dysostosis enchondralis, and 
the enchondral dysostosis of Schmid reveals certain 
basic differences. It is thought that the metaphysial 
dysostosis of Jansen represents a distinct clinical 


entity, different from any other type of congenital 
dysostosis. There is no therapy. 
— Robert D. Larsen, M.D. 


The Primary Bone Sarcomas (Die primacren Knochen- 
sarkome). S. WEIL. Zschr. Orthop., 1957, 89: 29. 


THE GOAL of the orthopedic surgeon in bone sarcoma 
is to intervene before the occurrence of metastases. 
There has been confusion about the histological no- 
menclature, especially of mixed tumors. The following 
differentiation is made: (1) tumors arising from bone 
solely and (2) tumors arising from the bone marrow, 
with 3 subdivisions: chondrosarcoma, fibrosarcoma, 
and osteous and osteogenic sarcoma. 

The chondrosarcoma, deriving from cartilaginous 
or chondral tissue, does not change its character in 
spite of mucinocartilaginous or bone transformation. 
It is either primary or secondary, the latter by trans- 
formation from benign chondroma (excluding the 
chondromas of the hand with a tendency to stay be- 
nign), and the former, which is found especially in the 
long bones, vertebrae, and pelvis. The chondrosar- 
coma shows less rapid growth and destruction than 
the osteosarcoma and has therefore a better prognosis. 
Typical for the roentgenographic appearance of 
chondrosarcoma are: confluent translucencies, bal- 
looning of the periosteum, and a tendency toward 
calcification. Early amputation is advocated. 

The osteofibrosarcoma is rather rare, appearing in 
second and third decades, and growing slowly and 
excentrally in the metaphysial areas with cavitation 
and perforation leading to spontaneous fractures and 
late lung metastases. The prognosis is regarded as fair 
with about 50 per cent cure by amputation. 

The osteogenic or osteosarcoma is the most malig- 
nant, appearing in children with rapid growth and 
early metastases, having a healing tendency in only 
10 per cent of the cases and forming osteoclastic and 
osteoplastic changes together with typical tumor bone. 
Its predilections are for the knee joint and the long 
shaft bones. The border of the tumor is difficult, if not 
impossible, to define. 

Multiple myeloma, believed to originate from the 
medullary reticuloendothelial cells and plasma cells, 
either forms a solitary plasmocytoma or metastasizes 
diffusely; it rarely occurs before the third decade. Be- 
cause of its vague clinical symptoms it is often over- 
looked. Renal complications with uremia are not un- 
common. Sternal puncture is a diagnostic necessity. 
No specific therapy is available; radiation gives symp- 
tomatic relief. 

Ewing’s tumor is, fortunately, rather rare (1 
Ewing’s tumor to 50 osteosarcomas); it is usually 
found between the ages of 5 and 30, with early lung 
metastases. It is found near the metaphysial region 
and causes early toxic symptoms with fever. In spite of 
radiosensitivity the healing tendency is considered not 
higher then 5 per cent. Early biopsy is recommended. 

—Ernest H. Bettmann, M.D. 


Osteogenic Sarcoma; a Critical Analysis of 430 Cases. 
Mark B. Coventry and Davin C. Dauuin. 7. Bone 
Surg., 1957, 39-A: 741. 

Four HUNDRED AND THIRTY PATIENTS who had patho- 

logically verified osteogenic sarcoma and who were 
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treated at the Mayo Clinic in the period from 1909 
through December, 1955, form the basis of this report. 
Patients with juxtacortical or parosteal sarcoma and 
osteogenic sarcoma of the jaw were not included in 
the series. Data regarding the location of the tumor, 
age and sex of the patient, tumor type, grade of 
malignancy, and survival are given. Ninety-seven 
per cent of the patients were traced and adequate 
follow-up data were obtained. 

Osteogenic sarcoma is defined as a malignant lesion 
of bone, the proliferating neoplastic cells of which 
produce osteoid. It is the most commonly encountered 
malignant primary tumor of bone, exclusive of 
multiple myeloma. It may be classified microscopi- 
cally as osteoblastic, chondroblastic, or fibroblastic. 
It must be especially differentiated from chondro- 
sarcoma, fibrosarcoma, heterotopic ossification (myo- 
sitis ossificans), fibrous dysplasia, nonosteogenic fi- 
broma, and giant cell tumor. 

Treatment in this series usually consisted in ampu- 
tation. Local resection was performed in some cases 
and biopsy alone in some; radiation therapy was 
frequently used in conjunction with these surgical 
procedures. 

Of the entire group of patients with osteogenic 
sarcoma, 19.3 per cent survived 5 years and 15.3 
per cent survived 10 years from the date of definitive 
treatment. The corresponding rates for patients with 
lesions readily amenable to amputation (below the 
upper third of the femur) were 22.8 per cent and 
17.6 per cent, respectively. 

The 5 year survival rate for patients with lesions 
of the tibia was 34.6 per cent, while the rate for pa- 
tients with lesions of the middle and lower thirds of 
the femur was only 17 per cent. 

Patients who had osteoblastic osteogenic sarcoma 
had the poorest 5 year survival rate (15.6 per cent) 
when compared with those who had chondroblastic 
or fibroblastic sarcoma. 

There was a definite relationship between the 
grade of tumor (Broders’ method) and survival, the 
5 year survival rate being 25.4 per cent for patients 
with grade 1 and grade 2 tumors and 17.6 per cent 
for those with grade 3 and grade 4 tumors. 

The 5 year survival rate of nearly 20 per cent 
obtained for the entire series of patients with osteo- 
genic sarcoma seems to be extremely significant, 
especially when it is compared with other published 
data showing lower survival rates. These figures have 
statistical importance because of the large number 
of patients traced. 

The treatment of osteogenic sarcoma that has been 
most successful in our hands is early surgical abla- 
tion. We see no theoretical or proved reason at 
present for any other form of therapy, unless amputa- 
tion is not possible. 


Shoulder-Hand Syndrome Following Myocardial In- 
farction, with Special Reference to Prognosis. 
EpEIKEN. Circulation, 1957, 16: 14. 


THE AUTHOR describes the shoulder-hand syndrome 
in 42 patients following myocardial infarction. Treat- 
ment was in the form of local heat, analgesic medica- 
tion, and active and passive exercise of the shoulder 
and hand. The onset of disability occurred from 4 


weeks to 14 months after the coronary episode, but in 
the majority of the cases within 4 months. Relief from 
the symptoms usually was obtained within 8 months 
after the onset, although some patients were relieved 
as early as after 1 month, and one patient had symp. 
toms for 27 months. One or both shoulders were in- 
volved and usually one or both hands; however, in 
some cases only the shoulders, and in others only the 
hands were affected. 

No direct relationship could be established between 
the site, severity, or extent of the myocardial damage 
and the onset, duration, or severity of the shoulder- 
hand disability. Some of the most obstinate disabilities 
occurred in patients whose myocardial lesion was con- 
sidered minor. The involved shoulder may not be the 
one to which the cardiac pain was originally referred. 
Immobilization of the shoulder and fingers after onset 
of the syndrome seemed to increase the severity and 
duration of the disability, while motion, in spite of the 
pain, tended to decrease the duration and extent of 
the disability. 

Although some patients had severe pain and swell- 
ing of the hands, no instance of ‘“‘claw hand” was 
observed in this series. 

In contrast to reports which have indicated corti- 
sone, sympathetic block, and sympathectomy as effec- 
tive treatments, the author believes that the shoulder- 
hand syndrome following myocardial infarction, as 
well as other causes, is a self-limited disability for 
which the prognosis is generally good. Local heat, 
analgesic medication, and exercise begun as soon as 
the symptoms occur seem to offer an excellent chance 
for early recovery. © —Norman 7. Rosenberg, M.D. 


A Contribution to the Diagnosis of Meniscus Injuries 
(Beitrag zur Diagnose der Meniskusverletzungen). 
R,. JELINEK. Wien. med. Wschr., 1957, 107: 547. 


ON OPERATION upon injured menisci in the knee joint 
a mistaken diagnosis was found in 5 to 6 per cent of 
the cases observed by the author. Misdiagnosis may 
arise because of the presence of associated injuries or 
disease of the knee joint. 

Arthroscopy was not used. Arthrography with air, 
carbon dioxide, and contrast material was of doubtful 
value. In 72 cases of ruptured meniscus a positive 
diagnosis could be made in only 34 instances. A nega- 
tive arthrogram does not rule out a meniscus injury. 
The most certain method of diagnosing a meniscus 
injury involves an accurate history, a complete com- 
prehension of the symptoms which point to meniscus 
injury, a careful clinical examination, and a differen- 
tial diagnosis from other injuries of the knee which 
may simulate rupture or tear of the meniscus. 

In all cases of tear of the menisci there is a history 
of at least temporary limitation of motion in the knee 
joint. There is often a history of knee joint effusion. 
Usually it can be determined from the history that 
there was a loss of extension of the knee which was 
corrected after a shaking or rotary motion of the knee 
joint reduced the dislocated portion of the meniscus 
and allowed the joint to extend. At times a full range 
of extension is not obtained. The original trauma 
which causes the tear in the meniscus is usually ex- 
tremely painful. Other historical data about the 
trauma were variable and often contradictory. 
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Twenty-six symptoms and signs of meniscus rup- 
ture were collected. They were studied to determine 
their diagnostic importance in rupture or tear of the 
menisci. They were also studied to determine which 
ones were characteristic of anterior horn, middle por- 
tion, and posterior horn injuries. Fifty cases were 

ted of being meniscus injuries and were studied 
according to this plan. The following symptoms were 
found to be the most frequent in cases which were 
roved to have a ruptured meniscus on operation: 
(1) muscle atrophy in the quadriceps femoris, (2) 
hydrops of the knee joint, (3) pain on hyperextension, 
(4) Steinmann’s sign I—pain in the joint space on 
(a) external and (b) internal rotation with the knee 
joint flexed and the patient in the supine position, 
(5) rotation pain (with patient standing on the in- 
jured side with the foot and leg fixed and rotating the 
thigh and hip), (6) paraligamentous pain caused by 
pressure, (7) pain produced by motion of the knee 
joint under pressure, (8) Payr’s sign (compression 
from within outward on the joint), (9) pain on internal 
or external rotation of the knee joint with the thigh 
fixed, and also on external and internal rotation with 
the thigh hanging free, and (10) pain over the tuber- 


The types of meniscus rupture in the order of their 
frequency were found to be (1) bucket handle tears, 
(2) longitudinal tears with dislocation, (3) posterior 
horn tears, (4) anterior horn tears, and (5) transverse 
tears. Bucket handle tears showed the following symp- 
toms in order of their frequency: (1) Steinmann’s 
sign, (2) rotation pain, (3) Payr’s sign, and (4) pain 
over the tuberosity. Longitudinal tears without dis- 
location showed the following signs: (1) hyperexten- 
sion pain, (2) rotation pain, 6) paraligamentous 
compression pain, (4) pain on rotation of the knee 
joint against the fixed, and against the free thigh, 
(5) compression pain over the site of the injury, and 
(6) pain over the tuberosity. The trauma which pro- 
duces a bucket handle tear is extremely painful. The 
posterior horn tears show the least symptoms. The 
most reliable signs are hyperextension pain in the 
posterior part of the joint and compression pain over 
the posterior portion of the joint space. Posterior horn 
tears of the lateral meniscus are numerically more 
frequent than other types of injuries to this meniscus. 
This injury may produce a neuralgialike pain in the 
peroneal region. Anterior horn tears also give very 
few symptoms, but can be recognized most frequently 
by rotation pain and parapatellar compression pain. 
Transverse lacerations of the meniscus produce no 
characteristic symptoms. Hyperextension pain is 
present. 

Cruciate ligament lesions should not be confused 
with injuries to the meniscus. The characteristic sign 
here is the drawing phenomenon. A drawing motion 
of more than 1 cm. certainly points to a cruciate in- 
jury. In older cruciate tears the knee joint may be 
drawn into hyperextension. Individuals with cruciate 
tears show an instability in going down stairs. This, 
however, may be compensated for by the musculature 
of the extremity. Collateral ligament lesions may be 
confused with injuries to the menisci. Simultaneous 
collateral ligament injuries may occur with injury to 
the medial meniscus. This is rare when the lateral 


meniscus is injured. Compression pain in the joint 
space is not characteristic for isolated collateral liga- 
ment injuries. Collateral ligament injuries show a 
typical painful compression point at the upper or 
lower attachment of the ligament. If there is also 
compression pain directly over the joint space this 
indicates an associated meniscus injury. In isolated 
collateral ligament injuries the extension of the knee 
joint is not limited. Free joint bodies are usually 
recognized on the roentgenogram. They may also 
occasionally be trapped and palpated between the 
examining fingers. 

Hoffa’s fatty inflammation (liposynovitis infra- 
patellaris) causes the most confusion in the differen- 
tial diagnosis of meniscus injuries. Hoffa’s disease is 
rare. The inflammatory changes may cause enlarge- 
ment of the fat bodies in the infrapatellar fat pads. 
These enlarged fat bodies may become incarcerated 
between the joint surfaces particularly when the knee 
joint is extended. This phenomenon is never of long 
duration. Hoffa’s inflammation is differentiated from 
anterior horn tears in the meniscus by pressure pain 
to the left or right of the ligamentum patellae. This 
pain is intensified by forcing the finger under the 
ligament. In anterior horn rupture the pain is pro- 
duced by pressure on the anterior portion of the joint 
space. 

is differentiated from meniscus 
rupture by the history. In chondromalacia the pain 
is of a boring type. Hypermobile menisci show a pic- 
ture very similar to ruptured menisci. There is no 
history of trauma and the pain is of shorter duration. 
Bursitis in the popliteal fossa can be differentiated 
from meniscus injuries by careful palpation. Synovitis 
can usually be differentiated from meniscus injuries 
by means of a careful history and prolonged observa- 
tions. The pain of synovitis is more diffuse, although 
localized pain may be produced by the incarceration 
of synovial folds which have been enlarged and 
lengthened by inflammation. 

The diagnosis and differential diagnosis of meniscus 
injuries requires an exact history and a careful exam- 
ination. A certain percentage of diagnostic errors will 
occur. Careful history and examination will give a 
higher percentage of correct diagnoses than arthrog- 
raphy. —Rebert D. Larsen, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Biophysical Investigations of Bone Transplants. Kay 
OLMSTRAND. Plastic & Reconstr. Surg., 1957, 19: 265. 


THis Is A REPORT on the data of autogenous and ho- 
mogenous bone transplants in the tibia of the rabbit, 
with methods of analysis such as microradiography, 
x-ray microdiffraction, autoradiography, and examin- 
ation in polarized light. These biophysical methods 
have been found very useful in the investigation of 
healing of bone transplants. Fresh autogenous and ho- 
mogenous cortical and cancellous bone grafts were 
used. The transplant was first bored out with a power- 
driven trephine. On placing the transplant in its bed, 
it was possible to turn it 90 degrees and have a very 
snug fit. With juxtaposition of the transplant and the 
host bone of about 50 micra, any vascularization of 
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the transplant by “‘kissing-contact” could not be found. 
The transplants, however, were quickly vascularized 
by capillaries growing into them from the periosteum 
and the marrow of the host bone. At the same time, a 
demineralization process began, which comprised the 
formation of resorption cavities and the laying down 
of haversian systems with a low content of mineral 
salts within the old haversian lamellae in the trans- 
plant. The newly formed haversian systems slowly in- 
creased their mineral content and callus formation 
began on about the ninth day. The total amount of 
minerals in the transplant were first decreased and 
then slowly replaced. 

From the microdiffraction studies, it is evident that 
the orientation of the transplant is unaltered after a 
year. If a defect is left to heal without any transplant, 
its reconstruction ultimately bears the same ultra- 
structure as the bone removed. Cancellous autog- 
enous bone transplants, however, are found to 
change their structure to correspond with that of the 
host. The author’s study thus demonstrates that for 
human transplants, cancellous transplants are the 
best for rapid reconstruction. 

—j. Robert Close, M.D. 


Criteria for Determining the Proper Level of Ampu- 
tation in Occlusive Vascular Disease; a Review of 
323 Amputations, Patrick J. KELLY and Josepu M. 
Janes. 7. Bone Surg., 1957, 39-A: 883. 


THREE HUNDRED AND TWENTY-THREE MAJOR AND 
MINOR AMPUTATIONS were performed at the Mayo 
Clinic from January 1, 1948 through December 31, 
1952, because of occlusive vascular disease. Two hun- 
dred and forty-five were major amputations and 78 
were minor amputations, the entire series being per- 
formed on 307 patients. Follow-up data were ob- 
tained by letter for all but 9 patients. The period 
covered by the follow-up varied from 18 months to 6 
ears. 

Some of the broad considerations in determining 
whether an amputation should be performed below 
the knee are: (1) a history of slow onset of the disease 
process rather than a history of sudden arterial oc- 
clusion of the main arterial trunk (femoral or popli- 
teal artery) favors amputation below the knee; (2) 
the presence of a palpable femoral pulse is desirable; 
absence of the femoral pulse with a history of recent 
sudden arterial occlusion contraindicates amputation 
below the knee and even may indicate that some dif- 
ficulty will be experienced with a routine amputation 
above the knee; (3) a functioning knee joint is a pre- 
requisite; (4) the skin to, at least, the middle of the leg 
should be unaffected by ischemic lesions; (5) there 
should be good bleeding at the site of amputation; (6) 
there should be some hope of rehabilitation of the 
patient; and (7) thromboangiitis obliterans may be an 
indication for amputation below the knee in patients 
in whom conservative measures and toe amputation 
have failed. 

The indications for amputation above the knee are: 
(1) sudden arterial occlusion combined with a weak 
or absent femoral pulse; (2) sudden arterial occlusion 
if there are other signs such as coolness of the skin 
above the middle part of the leg, high venous filling 
time, evidence of severe ischemia by elevation-depend- 


ency tests, or evidence of only fair bleeding at the time 
of amputation; and (3) embolic occlusion and gan. 
grene of the leg caused by a peripheral aneurysm, 
which usually is atherosclerotic in origin. 

The indications for toe amputation are lesions lim. 
ited to a toe or possibly two toes (1) in patients in 
whom a clinical diagnosis of thromboangiitis oblit. 
erans has been made and in whom conservative 
measures have been exhausted, and (2) in patients in 
whom purely infectious diabetic lesions have not re. 
sponded to conservative measures or in patients in 
whom there are diabetic lesions with minimal oc. 
clusive vascular findings. As the signs of occlusive 
vascular disease increase, the chances of success de- 
crease. 

Only 52 of the 126 patients with amputation below 
the knee were able to use a prosthesis. Certainly these 
52 patients were benefited by being able to use a pros. 
thesis. Fear of losing the other leg should not, in the 
authors’ opinion, be a deterrent to trial of amputation 
below the knee with the hope of rehabilitating the pa- 
tient. 

Some have stated that amputation below the knee is 
indicated because the mortality rate is lower. Super. 
ficially, the authors’ figures would seem to agree with 
this; however, in their series the average patient who 
underwent amputation above the knee was older and 
in a poorer general condition than was the average 
patient who underwent amputation below the knee. 

Closed amputation and open flapamputation worked 
equally well in this series. However, when infection as 
well as ischemia is a problem, the open flap amputa- 
tion is an excellent procedure, and there is no reason 
to believe that the operative wound will not heal as 
quickly as after closed amputation or that the patient 
will not be able to use a prosthesis, if he otherwise 
would be capable of using one. 


Nail Replacement in Finger Tip Injuries. Cart 
ScHIt_er. Plastic G Reconstr. Surg., 1957, 19: 521, 


PLASTIC RESTORATION of finger tip injuries has become 
of paramount importance, not only for its esthetic 
appearances, but for the preservation of function in 
grasping minute objects and giving rigidity and sup- 
port to the finger tip. Moreover, the conservation of 
the nail aids in the splinting of comminuted fractures 
involving the phalangeal tuft. In replacement of an 
avulsed (split or fractured) nail lies the possibility of 
formation of a new and acceptable nail. 

The author reports a small series of 7 cases en- 
countered in Maimonides Hospital, Brooklyn, New 
York. His technique includes débridement, drilling of 
2 holes in the avulsed nail distal to the lunula, and 
passing of nylon or wire sutures from the nail fold to 
the distal fragment of nail. In the majority of cases, 
one suture is sufficient to restore continuity of the nail 
fragments and serves as a natural prosthesis for the 
underlying fracture. Six of the 7 patients who have 
been treated with this procedure have preserved their 
finger nails. 

Many interesting illustrations of the technique 
and variety of injuries with postoperative results ac- 
company this timely article. 

—Samuel L. Governale, M.D. 
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Surgical Treatment of Pott’s Disease (‘Traitement 
chirurgical du mal de Pott). Ropertr Jupet, JEAN 
JupeET, and JEAN LAGRANGE. Concours Medical, 1956, 
78: 2929. 


THE AUTHORS’ REVIEW of 57 patients with Pott’s dis- 
ease of whom 14 were children and 43 adults, covers a 
3 year period. All of the patients were personally 
treated by the authors. The authors’ examination of 
the anatomical lesions in tuberculosis justified their 
method of complete extirpation of the diseased lesions 
followed by filling of the excavated areas with small 
bone grafts. Their treatment, in contradistinction to 
that of placing the bone grafts at a distance, had a 
direct effect upon the lesions and suppressed them. In 
a study of their oldest cases, the authors found rapid 
and favorable progress following a combination of 
direct surgical and medical treatment. Streptomycin, 
isoniazid, and para-aminosalicylic acid, were em- 
ployed in conjuction with the surgical procedure. 
Pott’s disease in the adult is discussed in detail from 


_the therapeutic standpoint, covering the two essential 


phases of the treatment—first, the antibiotic therapy 
and second, the surgical procedure. Complete de- 
scription of the surgical technique for the dorsal and 
lumbar regions is presented, and the dangers and pit- 
falls of the procedures are clearly described. 

The problem of complete or partial excision of the 
lesion is deftly handled and the important questions 
regarding the variations in therapy are answered. Ex- 
cept in the case of paraplegics, the authors’ experience 
has revealed that complete, rather than partial ex- 
cision, is the therapy most likely to give best results. 

The specific indications for the treatment are cov- 
ered. The early difficulties with regard to indications 
are discussed. For example, roentgenographically, the 
lesion would appear to be healing, yet, it was in the 
active stage. The authors were surprised to find that 
certain types of Pott’s disease in which pain was still 
present and the disease was supposed to be in an ag- 
gravated stage revealed, at operation, only sclerotic 
lesions, which were aseptic. On the other hand, they 
found some cases (considered to be cured for years, 
after Albee grafting) which revealed pus containing 
active Koch’s bacilli at the time of operation. Con- 
siderable discrepancy may be found between the 
clinical and x-ray findings and those encountered at 
the time of operation. The authors leave no doubt 
that one should be prepared for certain surprises at 
the operating table. 

When Pott’s disease occurs in children, the indica- 
tions are altered. The authors’ experience is based on 
13 cases in the dorsal region and 1 in the lumbar re- 
gion. Antibiotic therapy, without surgery, in their 
hands (as has been the experience of others), was 
found to be wanting. There were numerous recur- 
rences or failures of healing. The authors are pro- 
tagonists of the combined antibiotic-surgical approach 
in children as well as in adults. 

In essence, the surgical procedure is the same. 
Certain minor variations should be carried out in the 
child and not in the adult. A gibbosity may be found 
which should be attacked and corrected. The authors 
believe that grafts at a distance are helpful in older 
children and are of benefit in the younger child. As in 
the adult, multiple bone grafts were used to fill the 


cavity from which the tuberculous lesions had been 
removed. In children, grafts are not harmful when 
used at a distance, and where rib resection was man- 
datory at the beginning of the operation. They con- 
tinue to employ grafts at a distance. Following the 
surgical procedure, medical and orthopedic pro- 
cedures (braces or other methods to immobilize the 
spine) are employed in the conventional manner. 

Pott’s disease, complicated by paraplegia, is dis- 
cussed principally from the surgical standpoint. Seven 
patients were treated for this condition. There 
were only slight variations from the ordinary tech- 
nique which was used in uncomplicated cases of Pott’s 
disease, such as following the nerve to its exit, en- 
larging the neuroforamina and more or less excising 
the pedicle of the vertebral body. The authors briefly 
discuss variations in technique required by some of the 
cases. One is warned against a graft at the termination 
of surgery, that is, if the graft is an interfocal one and 
there is an accompanying paraplegia. In addition, 
they also emphasize that surgery on paraplegics is 
very difficult and fraught with certain dangers, such 
as tuberculous meningitis. 

Delay should be countenanced in paraplegics who 
do not respond immediately to conservative treatment. 
In one instance in which delticortisone was combined 
with the usual antituberculotic antibiotics, in a case 
of Pott’s disease complicated with pardplegia of 7 
years’ duration, a dramatic result was obtained. The 
child was quadriplegic with involvement of the cervi- 
cal region and paralysis had been present for 6 months. 
Following 10 days of administration of antibiotics, a 
remarkable change was noted. The child began to 
move the arms and legs on the third day and by the 
eighth day all functions were possible. This proved that 
this type of paralysis was due to an inflammatory 
process, which could be overcome by conservative 
measures. Because of such a dramatic response, the 
authors propose beginning with conservative treat- 
ment. If this does not prove satisfactory within a mat- 
ter of days, then surgical intervention is to be insti- 
tuted. All 7 of the cases which were operated upon 
could be considered unfavorable cases as the para- 
plegia had been well established for months. 

The results which the authors obtained by the sur- 
gical treatment of Pott’s disease present several in- 
teresting and important factors. (1) Postoperative 
care was relatively simple and healing was rapid. (2) 
Drainage diminished rapidly. (3) A considerable 
amount of pus was found in one case and a second 
operation had to be performed, but eventually healing 
occurred within 12 months. (4) Absence of complica- 
tions and benign character of the postoperative course 
were striking in all 57 cases. (5) Clinical and radio- 
graphic signs of healing were apparent in 6 months in 
the children; and within 1 year in adults. 

—Charles W. Gilfillan, M.D. 


FRACTURES AND DISLOCATIONS 


Segmental Fractures of the Tibia; an Analysis of 30 
B. F. Boytston and Rospert South. M. 
J., 1957, 50: 969. 

SEGMENTAL OR DOUBLE FRACTURE Of the tibia is an 

uncommon severe injury often associated with other 
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trauma. Experience with 30 such fractures encoun- 
tered in the treatment of 452 fractures of the tibia dur- 
ing a 4 year period is described. The 30 cases repre- 
sented 6.6 per cent of the total number and involved 
26 patients. Ninety-three per cent of these fractures 
were followed to their outcome, or up to the present 
time. 

Bone healing was evaluated from the x-ray films 
and was divided into periosteal and endosteal healing. 
Full unsupported weight bearing was not permitted 
until periosteal healing occurred. 

Thirteen, or 40 per cent, of these segmental frac- 
tures were compound and 17 were closed. The aver- 
age age of the patients was 42.8 years. Twenty-four 
patients were male and 2 female. The average length 
of the segment was 507 inches. Eighteen patients were 
treated by internal fixation. All but one of these were 
operated upon within the first 10 days. Full weight 
bearing was achieved on the average by 10.7 months. 
Medullary fixation gave better results than casting or 
plating by 1.8 to 6 months. 

Periosteal healing occurred with equal rapidity in 
the upper fracture site in all methods of treatment. At 
the lower site the fractures treated with rods healed a 
month faster than those treated with plates, and those 
with plates healed a month faster than those treated 
with casts. There were no instances of aseptic necrosis 
of the segment. 

If the fractures are divided into 3 groups according 
to the length of the segment, it is noted that healing at 
both fracture sites was slow in the middle group (4.5 
to 6 inches), but about the same in the other two 
groups. 

The amount of shortening of the tibia at the end of 
the study varied from 0 to 2.5 cm. and averaged 1.1 
cm. Two patients had nonunion. Four patients, or 13 
per cent, developed persistent normal infection in- 
volving the bone; 3 of these had compound fractures. 

The speed of healing of the lower fracture was 
about the same at all levels. Both nonunions occurred 
in the lower third. Healing at both levels was slowest 


with segments 4.5 to 6.5 inches long. ‘The reason for 
this was not apparent. Healing at the lower fracture 
site occurred 0 to 7 months after healing of the upper 
fracture. Compound fractures healed 3 months slower 
than closed fractures. Full weight bearing was secured 
most rapidly with the fractures treated with rods (6.6 
months), next those treated with plates (8.4 months) 
and, last, those treated with casts (12.2 months). 
Satisfactory healing of both fracture sites was 
achieved regardless of method. The authors believe 
the Lottes rod offers the best method of internal fixa- 
tion. Union is anticipated in any segmental fracture 
when one method is pursued without interruption, 
—Donald C. Geist, M.D. 


ORTHOPEDICS IN GENERAL 


The Use of Plaster of Paris to Fill Defects in Bone, 
Leonarp F, Pevtier, EArt Y. BickEL, RoBert 
and Maunec Soe TueE1n. Ann. Surg., 1957, 146: 61. 


In pocs defects produced in the radius and femur 
were filled with plaster of paris. There was complete 
or partial absorption of the plaster as judged roent- 
genographically in all instances. With the absorption 
there was a concomitant rise in the serum calcium 
level. 

The plaster of paris was sterilized by dry heat in 
an oven 300 degrees C. for 24 hours. It was fashioned 
into tablets or columns prior to use. This use of 
plaster of paris (CaSO,) to fill bony defects has been 
used extensively by several European surgeons. 

There were no foreign body reactions in 40 dogs 
so tested. In those in which the periosteum had been 
saved at the time when the underlying bone had been 
resected and replaced by a plaster tube, there was 
more complete absorption and greater bone re- 
generation than in those in which the periosteum, 
too, had been sacrificed. The plaster probably does 
not stimulate osteogenesis but mechanically prevents 
collapse of the periosteal tube and thus permits 
regeneration in this way. | —Everett Shocket, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Aneurysms of the Abdominal Aorta and Its Branches; 
a Study of Untreated Patients. Marvin L. Guiep- 
MAN, W1LL1AM B. Ayers, and Betty L. VEsTAL. Ann. 
Surg., 1957, 146: 207. 


NINETY-SIX ANEURYSMS of the aorta, iliac, and other 
abdominal branches were studied from autopsy re- 
ports to determine the natural history of the disease. 
Thirty per cent of the patients were dead within 1 
month of the onset of symptoms, 74 per cent were 
dead in less than 6 months, and 80 per cent died within 1 
year. Patients with luetic abdominal aneurysms fre- 
quently (64 per cent) had another aortic aneurysm. 
Forty-nine per cent of the patients with abdominal 
aneurysms died from vascular rupture. Only 4 per 
cent of these patients with aneurysms died from a 
disease entirely unrelated to the aneurysm or its un- 
derlying cause. Hypertension was present in 47 per 
cent of the patients and 35 per cent had evidence of 
previous myocardial infarction. 

The survival of patients appears to depend upon 
which phase they are in at the time of diagnosis. If 
the aneurysm is an accidental finding and there are 
no symptoms, the prognosis is much better than if the 
patient has become symptomatic. Patients with symp- 
tomatic aneurysms should be treated immediately. 
Patients who have no symptoms present the problem 
of selection for operation. The authors state: ‘‘Perhaps 
the smaller aneurysms in the poorer risk patients 
should be unmolested. The rate of growth of aneurysms 
isunknown and certainly varies. We have watched 
one 4 centimeter aneurysm for 2.5 years with no ap- 
parent change in size.” In describing the fate of 
aneurysms it is important to know whether the pa- 
tient is asymptomatic, symptomatic, symptomatic 
but not rupturing, or rupturing, since the natural 
survival time in these different groups appears to 
vary. —Robert A. Nabatoff, M.D. 


Resection and Grafting for Chronic Occlusion of the 
Terminal Aorta or Iliac Arteries. Joun S. WELCH, 
W. Kirkuin, F. Henry Extis, Jr., and ANDRE 

. BRuwer. 7. Am. M. Ass., 1957, 164: 1045. 


SURGICAL TREATMENT of occlusive disease of the aorta 
or common iliac arteries by resection and grafting 
was carried out in 74 cases at the Mayo Clinic prior to 
June 15, 1956. All patients complained of slowly pro- 
gressive distress in the calf, thigh, hip, or back that 
was induced by activity and relieved by rest. Other 
symptoms affected only small subgroups. In most 
cases the diagnosis was suggested by the patient’s 
story, together with absence or diminution of the ar- 
terial pulsations in the lower extremities. 
Translumbar aortography was employed in the 
cases in this series. The technique used is described in 
some detail. 
At operation, end-to-end anastomosis of the graft to 
vessel was accomplished if the vessels were open 
and of good quality and if good backflow was obtained 
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from them. In some recent cases, end-to-side anas- 
tomosis of the graft to the iliac artery has been made. 
If the aortogram failed to indicate an open vessel in 
the abdomen, separate incisions were made in the 
groin first for exposure of the common, superficial, 
and deep femoral arteries. If these vessels were patent 
and suitable for anastomosis, and femoral arterio- 
grams indicated that the distal vessels of the leg were 
patent, the distal anastomoses were made to these ves- 
sels in an end-to-side fashion. 

A homologous graft of an aortic bifurcation pre- 
served in a nutrient medium was used in all except 2 
cases. In these 2 a polyvinylsponge (ivalon) prosthesis 
was employed. The more cephalad anastomosis was 
usually made first, as the vessel at this end was the 
more fixed. A conservative bilateral lumbar sym- 
pathectomy was done in earlier cases, although it is 
not now deemed necessary in most cases. 

Results were considered excellent when the return 
of pulses and relief of symptoms were complete, and 
fair when partial return of pulses occurred with some 
relief of the symptoms. Thirty-six of the 49 patients 
(73 per cent) with aortic occlusion treated.by resection 
and graft had excellent results, while 7 had fair re- 
sults—an over-all improvement rate for the group of 
87.8 per cent. Of the 25 patients with iliac occlusions 
who were similarly treated, 15 (60 per cent) had an 
excellent result, while 6 had a fair result—an over-all 
improvement rate for the group of 84 per cent. Results 
are based on a relatively short period of follow-up (0.5 
to 26 months), averaging 7 months. Three patients 
died in the hospital. 

No significant difference in age divided the patients 
who were greatly benefited from the less fortunate; 
the average duration of symptoms, however, showed 
significant differences. The most important factor re- 
lated to the end-result was the status of the distal ves- 
sels. Extension of the occlusion to involve the entire 
common iliac system poses no insurmountable prob- 
lem when the external and internal iliac arteries are 
widely patent and exhibit good backflow. 

Failures in this series were due principally to an 
early lack of appreciation of the necessity for carrying 
the resection distally until good vessels with good 
backflow were found, even though this necessitated 
separate incisions in the groin. Another factor that 
may contribute to a poor result is the presence of 
thrombosis at the distal suture line between the graft 
and a good vessel. 

The importance of adequate arteriographic visuali- 
zation of the vessels in the leg cannot be overempha- 
sized. An anastomosis to the common iliac artery will 
fail in a high percentage of cases if the superficial 
femoral artery on the same side is occluded. Similarly, 
a graft with anastomosis to the superficial or common 
femoral artery may fail if the vessels lower in the leg 
are occluded. 

An addendum states that operations have been per- 
formed more recently in 12 cases of aortic occlusion 
and 13 of iliac occlusion. Twenty patients were re- 
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stored to virtually normal state, 2 were benefited, and 
the condition of one was unchanged; there were 2 
deaths. 


Dissection of Aorta; Report of a Case Treated by 
Fenestration Procedure. WatteR R._ BENSON, 
Josep E. Hamitton, and Ciarence E, Caucus. 
Ann, Surg., 1957, 146: 111. 


A METHOD for the successful surgical treatment of dis- 
secting aneurysms of the aorta has been reported by 
De Bakey. This procedure comprises division of the 
aorta, closure of the medial split in the distal section 
by circumferential suture, and creation of a re-entry 
window to decompress the dissecting channel in the 
proximal segment. 

The authors report a case of dissecting aneurysm of 
the aorta in a 42 year old Negro man. The diagnosis 
was based on the history of sudden severe ripping pain 
in the back, and widening of the arch and descending 
portion of the aorta on x-ray examination. The opera- 
tion was performed under hypothermia at 30 degrees 
centigrade. The aorta was 6.5 cm. in diameter and the 
dissecting aneurysm extended from the ascending arch 
of the aorta to the diaphragm. When the aorta was 
transected between clamps the split in the media was 
found to be filled with clotted blood. The authors were 
unable to do circumferential suturing in the distal sec- 
tion because the lower Blalock clamp had cut through 
the inner wall. A short endarterectomy was done in- 
stead, and it was hoped that the adherent clot would 
prevent further dissection distally. A window was 
made in the inner wall of the proximal segment and 
the divided aorta was reanastomosed. The patient was 
improved immediately after surgery, but died sud- 
denly on his ninth postoperative day. At autopsy the 
cause of death was found to be a 4 cm. long perfora- 
tion in the arch of the aorta. This perforation, how- 
ever, did not extend all the way through the wall of 
the aorta, but through the adventitia into a chan- 
nel which extended between intima and media down 
to the window in the intima at the operative site. No 
other defect in the intima could be found. The dissec- 
tion extended from the origin of the aorta to the iliac 
arteries, but did not completely encircle the aorta at 
its origin or in the abdominal portion. 

The basic pathologic process in dissecting aneur- 
ysms of the aorta is medial cystic necrosis. The cystic 
areas are connected by hematomas which form in the 
wall of the aorta and extend along the wall, usually 
entering the lumen through a tear in the intima. 
Blood under aortic pressure then enters the defect and 
causes a more rapid and complete dissection. The 
authors point out that if no intimal tear is present, the 
creation of a window in the intima may increase the 
dissection, even to a fatal perforation as occurred in 
the case presented. When there is only one tear into 
the lumen, it is also possible for a second decompres- 
sing tear to occur spontaneously. Thus in these two 
situations—no tear into the intima, or one tear with a 
second decompressing tear into the intima—the De- 
Bakey procedure is of little benefit. Better methods of 
determining the course of the dissection and its com- 
munications must be found before the treatment of 
this condition can be standardized. 

—George R. Holswade, M.D. 


The Renal Function in Thiromboangiitis Obliterans; 
Contribution to the Problem of the Generalization 
of Thromboangiitis Obliterans and the Hypertension 
Secondary to this Disease (Die Nierenfunktion bej 
der Endangiitis obliterans; ein Beitrag zur Frage der 
Generalisation der Endangiitis obliterans und des 
endangiitischen Hochdruckes). F. and G, 
CarRSTENSEN. Langenbecks Arch. u. Deut. <schr. Chir., 
1957, 285: 397. 


THROMBOANGIITIS OBLITERANS produces a_charac- 
teristic clinical and pathologic picture which has 
been described in detail by von Winiwarter (1878) 
and Buerger (1908). Borchard (1897) pointed out 
that the disease is not confined to one organ but isa 
general disease of all the vessels through the whole 
body, such as the coronary, cerebral, abdominal, 
and renal arteries. 

The renal involvement by thromboangiitis obliter- 
ans has been evaluated in 35 patients with peripheral 
symptoms of the disease. The creatinine clearance 
was decreased in 20 and normal in 15 patients; the 
phenolsulfonphthalein excretion was less than 35 
per cent in almost all of the patients (15 minutes 
after intravenous injection, normal: 40.5 + 4 per 
cent). The effective renal plasma flow and the 
general renal blood flow were considerably dimin- 
ished. The group of patients suffered from peripheral 
intermittent claudication, there were few or no 
general complaints. These functional disturbances 
were not associated with the presence of cells or 
cylinders in the urine. These last findings indicate 
a poor prognosis. 

The occurrence of hypertension in patients with 
thromboangiitis obliterans is usually secondary to a 
decreased blood flow in the aorta, renal artery, or 
intrarenal vessels. — Marc Verstraete, M.D. 


Thrombosis of Internal Carotid Artery Treated by 
Arterial Surgery. CHARLEs Ros and E. B. WHEELER. 
Brit. M. 7., 1957, 2: 264. 


OccLUusION OF THE INTERNAL CAROTID ARTERY is now 
recognized as one of the more common causes of cere- 
brovascular disease. The internal carotid artery oc- 
clusion usually begins with the formation of an ather- 
omatous plaque just distal to the bifurcation of the 
common carotid artery. The authors emphasise three 
points: (1) the collateral circulation is of paramount 
importance in determining the clinical effect of any 
carotid occlusion; (2) a partial occlusion can produce 
symptoms indistinguishable from a complete oc- 
clusion if the collateral circulation is inadequate; and 
(3) the unpredictable nature of these pathological 
processes leads to great variation in the clinical course 
of the disease. 

These occlusions usually occur in patients over the 
age of 40. The most common symptom is unilateral 
muscle weakness usually associated with a disturbance 
of speech if the dominant hemisphere is affected. In 
many cases the diagnosis can be proved only by carotid 
angiography. 

The z ae believe that many of the complications 
of carotid surgery can be avoided by certain stay 
lactic steps, particularly the use of hypothermia to 2 
or 30 degrees. Their procedure of choice is throm- 
boendarterectomy. Failing this, they prefer to resect 
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the obstructed segment and perform an end-to-end 
anastomosis. Forty-eight hours after operation the pa- 
tients are placed on oral anticoagulants and these are 
continued for the remainder of their lives. 

The series presented included 11 patients with par- 
tial occlusions and 16 with complete occlusions. In all 
those with partial occlusions there was a good blood 
flow at the conclusion of the procedure and there has 
been no evidence of clinical extension of the process. 
Six of these 11 patients have been either asymp- 
tomatically or objectively benefited by the operation. 
In only 4 of the 16 patients with complete occlusions 
could the blood flow be restored. None of these pa- 
tients demonstrated any improvement in their con- 
dition postoperatively. —Alan Thal, M.D. 


ARapid Nonsuture Arterial Shunt; an Experimental 
Study. S. DoNALD GREENBERG, Louis R. SOLTERO, 
and Sruart A. WALLACE. Angiology, 1957, 8: 248. 


To PERMIT OCCLUSION of the proximal aorta the need 
fora temporary shunt was considered by the authors, 
and they report a method of rapid insertion of a 
temporary shunt. 

The aorta is seized with a partially occluding 
clamp after it has been encircled by an umbilical 
tape, and opened within the jaws of the partially 
occluding clamp; a cannula is then rapidly inserted 
in the proximal and distal aortotomies. This cannula 
isof rigid polyethylene plastic and has a gentle curve 
of 30 degrees. The two cannulas are connected by a 
flexible polyethylene tubing. The previously placed 
umbilical tape is used to hold these cannulas in 
place. After removal of the cannulas the aortotomies 
are controlled again by partially occluding clamps, 
and the opening in the vessel wall is closed without 
haste 


The authors find that they can insert these can- 
nulas with less than 90 second total occlusion of the 
aorta. The temporary shunt has an internal diameter 
closely approximating that of the vessel being shunted. 

— Ward D. O’ Sullivan, M.D. 


Peripheral Artery Grafting. PETER Martin and H. 
Gayuts. Brit. M. 1957, 2: 371. 


Tue AuTHORs have inserted 78 peripheral grafts in the 
lower extremities during the past 10 years. Most of 
these were used in the treatment of arteriosclerosis 
obliterans. There were two series of patients. One 
series consisted of 20 patients operated upon between 
1946 and 1955 in whom autogenous vein grafts 
were implanted. In 15 the anastomosis was end- 
to-end above and below and in 5 end-to-side above 
and below or end-to-end above and end-to-side be- 
low. Only a short segment of thrombosed vessel was 
excised or by-passed. Twelve of these grafts were not 
patent by the time of discharge, 3 were patent at the 
tnd of 1 year, and 1 remained patent for 3 years. 
Eighty-eight by-pass grafts in 50 patients operated 
upon from 1956 to the present comprised the second 
series. These grafts extended from the common fem- 
oral artery above to the distal half of the popliteal 
artery below regardless of the fact that the occluded 
segment was frequently much shorter than this. 
There were 6 polyvinyl alcohol sponge prostheses, 5 
autogenous vein grafts, and 47 dried arterial homo- 
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grafts. Thirty operations were performed for intermit- 
tent claudication and 28 for incipient gangrene. Of the 
6 polyvinyl prostheses only 1 was patent 6 months 
after operation. Of 58 arterial homografts 2 were 
thrombosed immediately after operation, 4 before 
hospital discharge, 4 between 10 weeks and 8 months 
postoperatively; 48 grafts were patent 2 to 8 months 
after operation. Of the 5 autogenous vein grafts which 
were inserted 3 were patent 6 to 8 months after opera- 
tion. One was thrombosed before discharge and the 
other, 6 weeks after hospital discharge. 

In the first series 60 per cent were thrombosed be- 
fore hospital discharge as compared to 24 per cent in 
the second series. In the second series in which long 
by-pass grafts only were inserted, 82 per cent were 
patent 2 to 18 months after operation. The authors 
believe that autogenous veins or human arteries are 
superior to synthetic substances, but the vein, while it 
is satisfactory, is rarely of sufficient diameter for long 
by-pass grafts. Grafting should be considered in all 
patients suffering pain on rest or incipient gangrene 
and those who are seriously incapacitated by inter- 
mittent claudication. The end-to-side graft gave the 
best results, possibly because the turbulent flow in- 
duced at the site of the anastomosis lessens rather 
than increases the chance of thrombosis. It is believed 
that the graft should always extend from the common 
femoral artery above to the distal part of the popliteal 
artery below even if the length of femoral popliteal 
artery obstructed is minimal. The operative technique 
of an end-to-side by-pass graft is described in detail. 

—Allan D. Callow, M.D. 


The Bypass Graft; Its Use in Arterial Occlusive Dis- 
ease. J. Howarp Payne, Norman E. Rupy, and 
Travis Winsor. Am. 7. Surg., 1957, 94: 171. 


INSUFFICIENCY OF THE PERIPHERAL ARTERIES due to 
arteriosclerosis is frequently the result of a localized 
obstructing with a patent arterial system above and 
below the block. Thus, obstructing lesions in the iliac, 
femoral, and popliteal arteries may be bypassed with 
suitable grafts. 

The authors report their experience with 23 by- 
pass homografts in 15 patients. Lyophilized arterial 
homografts were used. It is important that all grafts be 
x-rayed prior to use, so that those with calcification 
may be discarded. When it was necessary to bypass a 
long segment several grafts were sewed together. The 
largest graft prepared in this manner was 34.5 cia. 
long and extended from the lower abdominal aorta to 
the popliteal artery. When there was almost complete 
obstruction of the terminal aorta, it was resected and 
an end-to-end anastomosis performed proximally. 
When there was only partial obstruction at the bifur- 
cation of the aorta and when a femoropopliteal by- 
pass graft was inserted, the proximal anastomosis was 
end-to-side. The distal anastomosis was end-to-side in 
each case. In performing the end-to-side anastomosis 
the authors attempted to maintain an angle of be- 
tween 45 and 90 degrees. They point out that the 
arterial branches which normally leave the aorta at 
right angles (the intercostals, lumbars, and renals) are 
less apt to become obstructed than the branches 
leaving large vessels at acute angles. 

In the 23 extremities treated with the bypassing 
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technique, the initial results were excellent in 17, 
beneficial in 2, and poor in 4. Two patients in the 
poor group had immediate revision of the grafts and 
eventually were considered as having excellent re- 
sults. One amputation was necessary and there was 
one death. The bypass procedure is most likely to 
meet with failure when there is obstruction at or below 
the popliteal artery so that there is inadequate arterial 
run-off from the graft. 

Although all the patients in this series had pre- 
operative angiograms, the authors believe that more 
accurate information regarding run-off and collateral 
circulation can be obtained from special plethysmo- 
graphic and temperature studies (vasographs) of the 
extremities. The vasographic studies were of value in 
the selection of patients for the bypass graft and for 
lumbar sympathectomy. Vasograms were especially 
helpful in following the progress of the patient after 
surgery. An added advantage of vasography over 
angiography is the absence of risk and discomfort. 

—George R. Holswade, M.D. 


The Vertebral Vein System. Oscar V. Batson. Am. 7. 
Roentg., 1957, 78: 195. 


THE AUTHOR describes the history of our knowledge of 
vertebral veins, and particularly his own interest and 
development of the concept of the vertebral veins as 
an anatomical and physiological dynamic circulatory 
system. These veins furnish the only anatomic pattern 
that coordinated with the distribution of prostatic 
metastasis, and thus the author’s early knowledge was 
developed by injecting the prostatic plexus veins and 
following the injected material into the vertebral 
veins. 

With further study the concept of a complete circu- 
latory system with ever communicating branches with 
all the other vascular systems of the body was derived. 
This system is valveless and the direction of flow is that 
of chance although the ultimate flow is toward the 
heart. The knowledge of this system is in its infancy, 
but already its importance has been noticed in the ex- 
planation of unusual metastatic abscesses, metastatic 
malignant conditions, and emboli. Its importance has 
been noticed as an adequate vascular by-pass useful in 
the ligation of major venous channels such as the vena 
cava and the bilateral jugular veins. 

The Air Force has drawn attention to the existence 
of this system in dealing with the shifting of blood 
masses with the movements of the body in space. They 
have recognized the vertebral channels as an alternate 
out-flow of blood from the head. 

The story of the vertebral vein system is still being 
written. Many questions remain to be answered. For 
example, how long can an embolus move about in 
this complex of veins without going to the heart? 

—Edmund R. Donoghue, M.D. 


Peripheral Thrombophlebitis, S. O. Horerr and J. R. 
Harper. 7. Am. M. Ass., 1957, 164: 2033. 


Tue case histories of a series of 100 consecutive pa- 
tients who had carcinoma were reviewed. The site 
of the carcinoma was the head of the pancreas in 38 
cases, the body and tail of the pancreas in 21 cases, 
the ampulla of Vater in 13, the gallbladder in 9, and 
the duodenum in 6. Out of the 100 case histories, only 


1 case of peripheral thrombophlebitis was found. It 
was the presenting symptom in a patient with car. 
cinoma of the head of the pancreas. A review was 
then made of a series of 46 cases in which the pri 

diagnosis was peripheral thrombophlebitis. Carcj. 
noma or other malignant disease was found in 7 (15 
per cent) of these 46 cases. The authors conclude that 
patients with carcinoma of the pancreas, gallbladder, 
bile duct, or duodenum do not have a high incidence 
of peripheral thrembophlebitis, but patients with 
spontaneous thrombophlebitis do have a significant 
incidence of malignant disease somewhere in the body, 

—Robert A. Nabotoff, M.D. 


The Management of Chronic enpecny | and Ulcera- 
tion of the Leg. A. C. Bucuan and C. W. A. Fat. 
coner. 7. R. Coll. Surgeons, Edinburgh, 1957, 2: 279, 


CHRONIC LYMPHEDEMA Of the lower limbs occurs in 
patients in whom the lymphatics have been destroyed 
by infection, trauma, or irradiation, or in whom the 
lymphatics have been blocked by tumor or filarial 
parasites. There is also a congenital form of chronic 
lymphedema which affects young women—lymph- 
edema praecox. In the early stages of chronic lymph- 
edema postural drainage, massage, and ihe use 
of elastic bandages will reduce the swelling and 
maintain the leg at normal proportions. However, as 
the condition progresses, the edema fluid becomes 
organized and converted into fibrous tissue, and 
conservative treatment is no longer effective. 

Of the various types of operative treatment which 
have been employed, the authors favor the method 
of Gibson and Tough. This involves excisions of all 
the skin and subcutaneous tissue of the lower leg 
except the sole of the foot, heel, and toes. The de- 
nuded area is covered with skin grafts taken from the 
excised skin. Complications following this procedure 
have been the development of deep fissures and 
dermatitis, and the occurence of hypertrophic scars 
at the margins of the grafts. 

Edema of the lower extremity with secondary 
changes in the skin due to venous stasis is termed the 
gravitational syndrome. Deep venous thrombosis, 
damage to valves in the secondary venous channels, 
and eventual recanalization of the deep veins is the 
usual sequence of events. Muscular activity now is 
of little help in forcing the blood itrough the valveless 
recanalized vessels. The effect of gravity on the 
capillary bed leads to venous edema. Venous stasis 
causes anoxic changes in the capillaries and tissues, 
and there is an extravasation of blood with hemo- 
siderin pigment depositions. Ulceration of the skin 
can result from slight trauma or may occur spon- 
taneously due to thrombosis of underlying dermal 
vessels. Low grade infection and a varying degree of 
lymphatic obstruction contribute to the development 
of subcutaneous fibrosis and brawny induration. 
The Achilles tendon also may be shortened second- 
arily in this syndrome. 

The authors have found the simple clinical Tren- 
delenburg and Perthes tests quite helpful in the 
evaluation of varicosities. Venography was of limi 
value. Venous pressure determinations through a foot 
vein gave valuable information as to the competency 
of the deep veins. In the normal erect individ 
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yenous pressure is between 80 and 100 mm. of Hg, 

but when the legs are exercised the pressure drops to 

below 40 mm. of Hg. On the other hand, when there 

is incompetence of the deep veins the muscles no 

longer act effectively as a pump and the venous 
re does not fall with exercise. 

In the treatment of the gravitation syndrome, a 
method described by Bisgaard in Copenhagen in 
1948 has proved most satisfactory. The aims of the 
Bisgaard method are to control edema and indura- 
tion, to heal ulcers, to improve ankle and knee joint 
function, and to rehabilitate the patient. At first 
the patient is seen daily in the department of physio- 
therapy. After a period of elevation, edema is re- 
duced by general massage of the whole limb. Local 
massage about the ulcer frees it from deep attachment 
and promotes healing. Active exercises and manip- 
ulations are used to restore mobility of the ankle 
joint. A simple local dressing is applied to the ulcer. 
Padding is placed in the submalleolar hollows and 
the leg is carefully wrapped with elastic web bandage. 
With steadily increasing improvement the treatments 
are continued at home and hospital visits are less fre- 
quent. Of 164 patients treated by the Bisgaard method 
alone and followed up for 3.5 years, 79 per cent had no 
further ulcerations. 

The Bisgaard method has proved valuable in 
preparing patients for surgery when ligation and 
stripping of superficial incompetent veins is indicated, 
and when grafting is necessary for large ulcers with 
surrounding dense scar tissue. Ligation of incom- 
petent deep veins is not advised in the management of 
the gravitational syndrome, except when the patient 
complains of a severe bursting pain in the calf on 
standing which is not relieved by elastic support. 
Then ligation and division of the popliteal vein is 
recommended. Lumbar sympathectomy may be help- 
ful in promoting the healing of ulcers by improving 
the arterial blood supply and by reducing the sweat- 
ing in patients with hyperhydrosis. 

—George R. Holswade, M.D. 


BLOOD; TRANSFUSION 


Increased Activity of the Coagulation Mechanism 
During Alimentary Lipemia; Its Significance with 
Rigeed to Thrombosis and Atherosclerosis. J. F. 
Musrarp. Canad. M. Ass. 7., 1957, 77: 308. 


Many INvEsTIGAToRS have shown that blood taken 
during alimentary lipemia clots more rapidly in vitro 
than blood taken during the fasting state. This obser- 
vation, together with the epidemiological and bio- 
ical evidence that disturbances in fat metabolism 
may be important in the origin of atherosclerosis and 
thrombosis, suggests that there is a link between dis- 
turbances in fat metabolism, blood coagulation, 
thrombosis, and atherosclerosis. The clinical implica- 
tons would be intriguing if, coincident with accelera- 
tion of the clotting time during alimentary lipemia, 
here was a significant change in vivo in the coagula- 
tion system. 
The fluidity of circulating blood appears to be 
maintained by a balance between clot-inhibiting and 
clot-promoting forces. The acceleration of blood clot- 


ting during alimentary lipemia is believed to be re- 
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lated to an increase in blood cephalin, which acts as a 
clot-promoting factor. The platelet thromboplastin 
factor which is thought to be cephalin is normally 
contained within the platelet and released when the 
platelet is altered during coagulation, whereas during 
alimentary lipemia any absorbed cephalin is free in 
the blood. If cephalin acts as a clot-promoting factor, 
it should alter the in vivo activity of the coagulation 
mechanism and induce a noticeable change in the 
clotting factors which react initially with the platelets. 
These factors are platelets, antihemophilic globulin 
(AGH), and the Christmas factor. When blood clots 
in vitro, there is a decrease in the platelet numbers 
and AGH activity, and an increase in the Christmas 
factor activity. 

The material and methods used in this study are 
described in detail. 

Twenty-four male subjects were studied in regard 
to their coagulation factors following a fatty meal. Of 
these, 22 showed a definite acceleration of blood clot- 
ting with a decrease in platelets and AGH activity, 
and an increase in the Christmas factor activity. 

Nine subjects who showed an increase in the coagu- 
lation mechanism were given dicumarol therapy for 4 
to 6 days and the fatty test meal was repeated. In 7 of 
the subjects the acceleration of clotting did not occur 
and there were no changes in the platelets, and in the 
AGH and Christmas factors. ; 

The changes in the factors of coagulation during 
alimentary lipemia in this study are similar to the 
changes observed in vivo, therefore it is reasonable to 
conclude that activity in vivo of the first part of the 
blood thromboplastin system is increased during 
alimentary lipemia. 

Adequate dicumarol therapy will block the activa- 
tion of the clotting mechanism during lipemia. 

The theory is advanced that altered platelets could 
become adherent to the endothelium, be subsequently 
incorporated into the intima by the endothelium 
growing over it, and thus lead to the formation of 
atherosclerosis. Also it is suggested that the forces of 
increased blood coagulability might lead to the forma- 
tion of a clot under conditions in which there is slow- 
ing or eddying of the. blood flow, and thus cause the 
formation of thrombosis. 

—James M. Brooks, M.D. 


Acute Renal Failure Following Intravascular Hemol- 
ysis. G. M. Butt, A. M. Jorxes, and K. G. Lowe. 
Lancet, Lond., 1957, 2: 114. 


SIXTEEN cases of acute renal failure associated with 
known or probable intravascular hemolysis are re- 
viewed. Renal failure occurred in 13 patients follow- 
ing blood transfusion reactions and of these 13 pa- 
tients, 8 died. Almost all of these were attributable to 
technical errors in cross-matching. In one instance it 
was ascertained that the blood had been stored in the 
bone-bank (below freezing-point) and must have 
undergone hemolysis prior to administration. Among 
those that survived, diuresis appeared on the fifth day 
in 1, on the tenth day in 2, and as late as the seven- 
teenth day in 1 patient. A brief narrative resumé of 
each patient is presented. Only 1 patient was treated 
by means of the artificial kidney and he died from 
bleeding esophageal varices. 
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The renal failure in at least 1 patient was thought 
to be due to the persistent shock that necessitated the 
transfusion rather than to the administered blood per 
se. There was no evidence of incompatibility. 

Although there were no instances of hemolysis re- 
lated to prostatectomy caused by irrigation with dis- 
tilled water, there was 1 patient in whom renal failure 
followed the delivery of an anencephalic monster. She 
had received no blood transfusion. Despite an oliguria 
of less than 300 ml. a day for 10 days and a maximum 
blood urea of 549 mgm. per cent, she did survive. 

Only one instance of a drug reaction is included. 
A 21 year old soldier became jaundiced and oliguric 
after therapy with chloroquine and quinine for mal- 
aria, but he recovered. The peak urea was 400 mgm. 
per cent. 

A 46 year old man with nocturnal hemoglobinuria 
was treated by splenectomy. He died 4 days later with 
anuria and elevated blood urea and potassium. The 
authors strongly emphasize the risk of splenectomy in 
such patients with nocturnal hemoglobinuria. 

—Everett Shocket, M.D. 


Clinical Experiences with the Anticoagulant Couma- 
din (Warfarin) Sodium. Hucu F. Kerrun, J. Guiwor, 
and S. K. WiLHELM. Angiology, 1957, 8: 302. 


THE SO-CALLED ideal anticoagulant is visualized as 
containing the following properties: 

1. Oral and parenteral effectiveness. 

2. Rapid onset of action. 

3. Satisfactory therapeutic index with freedom 
from untoward effects. 

4. No cumulative action or toxicity from pro- 
longed use. 

5. Predictable quantitative relationship between 
dose and effect; uniformity of response from patient to 
patient. 

6. Anticoagulant activity not requiring laboratory 
control. 

7. Prompt cessation of activity when drug is stopped 
or when an easily administered non-toxic antagonist 
is given. 

8. Low cost. 

At the Mount Carmel Mercy Hospital, Detroit, 
Michigan, the comparative clinical merits of two 
newer hypothrombinemic agents has been under in- 
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vestigation. Warfarin sodium is a coumarin which js 
stable and soluble. It can be effectively administered 
per os, parenterally, or even rectally. Its action js 
readily countered by vitamin K or K; (menadione), 
The second agent, phenylindanedione, is rapidly and 
completely absorbed from the gastrointestinal tract, 
It is metabolized and rapidly excreted so that there is 
minimal risk of accumulation and, likewise, it must be 
administered in divided doses to maintain a uniform 
and effective blood level. 

From May, 1955 to May, 1956 any ward patient re. 
quiring anticoagulant therapy received one of these 
two hypothrombinemic agents. Selection of the drug 
was established on a ward basis, that is, those in even. 
numbered wards received warfarin, those in odd. 
numbered wards received phenylindanedione. Dur. 
ing the year 43 patients received the warfarin and 62 
received phenylindanedione. Most of these patients 
had myocardial infarctions but there were a few with 
thromboembolism or phlebitis. Prothrombin levels 
were determined by the one-stage method of Quick. 
The therapeutic range was considered to be between 
20 and 30 per cent (44 and 26 seconds respectively 
with controls of 15 seconds). 

The initial dose of warfarin, given intravenously, 
was usually 75 mgm. Subsequent doses were oral. 
Initially 300 mgm. of phenylindanedione was given, 
but in divided doses. Within 24 hours, 21 per cent of 
the warfarin group was in the therapeutic range but 
only 15 per cent of the phenylindanedione group. By 
the third day, 90 per cent of both groups had reached 
the therapeutic range. On the average 87 mgm. of 
warfarin and 411 mgm. of phenylindanedione were 
required to effect a therapeutic level. For mainte- 
nance, 7.5 mgm. of warfarin and 56 mgm. of phenyl- 
indanedione, daily, was average. Better control was 
obtained with warfarin. For instance, patients re- 
ceiving warfarin were out of control 10 per cent of the 
total number of days of therapy, while with phenyl- 
indanedione they were out of control 15 per cent of 
the days. 

There were one or two complications of bleeding in 
each group. The response to vitamin K was quite 
satisfactory in both groups. The authors feel that war- 
farin sodium closely approaches the ideal anticoagu- 
lant agent. —Everett Shocket, M.D. 
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SURGICAL ‘TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Surgical Treatment of Irradiation Burns. B6rye Sun- 
DELL. Ann. chir. gyn. fenn., 1957, 46: 74. 


A REPORT on a series of 60 patients subjected to sur- 
for irradiation burns at the Finnish Red Cross 
Hospital of Plastic Surgery and the Mehilainen Hos- 
ital, Helsinki is presented. A chronic irradiation 
burn passes through different stages of tissue atrophy, 
the development of telangiectasia, keratosis, and possi- 
bly malignant degeneration. Malignant degenera- 
tion usually is that of squamous cell carcinoma, but 3 
of the author’s cases were basal cell carcinoma. 

The author’s indications for surgical care are: 
(1) scar contracture; (2) tissue defects; (3) pain, 
itching, chronic ulcers, necroses, and discharging 
dermatitis which is difficult to treat; and (4) irradia- 
tion-resistant tumors or tumors growing in irradiated 


Chronic infection and suppuration must be over- 
come in order to achieve rapid healing. This is done 
with antibiotics and usually with excision of the in- 
volved tissue, the excision being carried back to good 
healthy tissue. 

Defects are best closed with sliding, rotated, or tubed 
grafts. Free grafts should be avoided since results are 
unsatisfactory as a rule, partly because of an inade- 
quate blood supply and partly because of secondary 
shrinking and discoloration. None of the author’s 
patients had free grafts. Excision of necrotic bone 
often relieves pain rapidly and allows normal healing 
to progress. —Edmund R. Donoghue, M.D. 


Surgery in Hemophilia; the Use of Animal Anti- 
hemophilic Globulin and Human Plasma in 13 
Cases. R. G. MacraRLane, P. C. Matiam, L. J. 
Wirts, E. BipwEtt, and Others. Lancet, Lond., 1957, 
2: 251. 


Most ATTEMPTs at the treatment of hemophilia have 
employed the transfusion of human blood or plasma 
which by temporarily raising the antihemophilic 
globulin blood level of the recipient may improve 
hemostasis. However, the supply of human antihe- 
mophilic globulin (A.H.G.) is erratic, the preparation 
islabile, and usually the amounts given have been too 
small to have any real effect on hemostasis although 
there may be correction of the clotting time. The 
blood level of A.H.G. necessary for predictable 
hemostasis is about 30 per cent, whereas the clotting 
time can be rendered normal by an A.H.G. level of 1 
to 5 per cent. 

The authors have turned their attention to the use 
of concentrated A.H.G. prepared from human or 
animal plasma. The introduction of practical methods 
for assaying the A.H.G. have made its concentration 
possible. The Oxford group have concentrated A.H.G. 
from ox and pig blood. Their best preparation has an 
activity of about 8000 times that of the same weight of 
fresh human plasma protein; however, it is contami- 
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nated with fibrinogen and other proteins and is anti- 
genic. ‘This antigenicity limits the duration of treat- 
ment with a particular animal preparation to 10 to 14 
days and prevents any later use of the same material 
and the same patient. 

The material is given intravenously in great enough 
amount to maintain the blood A.H.G. levels at over 
30 per cent. A number of cases of severe injury in 
hemophiliacs are described and it is evident that the 
preparation proved life-saving in some. It was noted 
that healing, which occurred with great rapidity with 
A.H.G. treatment, became very slow after its cessa- 
tion. 

The authors stress the importance of immobiliza- 
tion of the injured area in a hemophiliac. They also 
point out that if bleeding occurs at a time when the 
blood A.H.G. is low, and the blood vessels are ligated, 
they become occluded by soft, useless, hemophilic clot. 
These vessels will then bleed once again after digestion 
of the ligature. If, however, the ligature or pressure is 
applied after the A.H.G. level is raised and while the 
vessel is filled with normally clotting blood, a hemo- 
statically effective clot will form. The reactions to ani- 
mal A.H.G. have been in the main mild. More impor- 
tant than the urticarial reaction is the fact that con- 
tinued administration of animal A.H.G. to a sensitized 
patient fails to increase the blood level. Transient 
thrombocytopenia has also been reported with the 
bovine preparation. Skin tests in the sensitized patients 
have remained negative and no antibodies to the 
A.H.G. could be demonstrated in their blood. 

—Alan Thal, M.D. 


Infusion Treatment of Shock; Alkali and Acid in 
Shock Treatment. FrepEeRIcK M. ALLEN. Arch. Surg., 
1957, 75: 210. 


THE EMPLOYMENT Of an acidic or basic material such 
as hydrochloric acid or sodium bicarbonate in trau- 
matic shock is an unsettled question. Seventy-six rats 
were used in the study and shock was produced by 
the 4 hour ligation of both hind legs. Various solu- 
tions were given orally or subcutaneously. The use of 
plain normal saline solution yielded the longest sur- 
vival. In addition 0.2 per cent hydrochloric acid in 
saline solution yielded longer survival than any of 
the alkalis tried. Since there were known differences 
between the rodents and larger mammals, the further 
experiments were carried out with dogs. 

In a series of dogs the hind extremities were oc- 
cluded with a tourniquet for 5 hours to produce severe 
shock which is almost always accompanied by death 
if untreated. Survival can be prolonged two or three- 
fold by the employment of isotonic saline solution 
given both intravenously and by mouth. Four dogs 
were then treated by the intravenous administration 
of Hartman’s solution and a solution of sodium chlor- 
ide and sodium citrate by mouth. Comparison of these 
4 dogs with the others showed a reduced survival time 
and an increased edema of the damaged parts. Data 
on the toxicity of sodium bicarbonate when given intra- 
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venously to a noninjured dog also are presented, 
showing the hyperpnea, tremor, salivation, and alka- 
losis produced. Several dogs were then prepared in 
the same fashion and treated with saline and hydro- 
chloric acid by vein as well as ammonium chloride 
and hydrochloric acid by mouth. These animals 
showed remarkably greater survival time in all in- 
stances; in fact, several showed recovery from shock 
which otherwise was irreversible. Three dogs were 
also studied after hemorrhagic shock had been pro- 
duced by the Wigger’s method, that is, bleeding the 
animal under local anesthesia so as to maintain ar- 
terial pressure in the range of 40 to 45 mm. for 1.5 
hours. These animals also showed a better response 
to acid saline therapy; while the same degree of shock 
treated with normal saline or saline plus alkali results 
in death. 

These results are then discussed in the light of 
previous knowledge particularly bringing out the 
fallacy of the plasma bicarbonate level as indicative 
of a true acidosis or alkalosis in the intact animal. 
The author offers these studies as evidence of a specific 
benefit of sodium chloride in the treatment of shock 
and suggests that all evidence to date tends to con- 
demn the addition of basic salts or cations; but if 
anything should be added, he suggests that additional 
chloride, rather than additional cations, would be 
more logical. —Robert W. Williams, M.D. 


A Reappraisal of the Routine Use of Nasogastric Suc- 
tion, Davin H. Sprone, Jr. and F. 
Am. F. Surg., 1957, 94: 257. 


THERE CAN BE no doubt that nasogastric suction is of 
great benefit and may be a life-saving adjunct in the 
treatment of patients who have dilated bowel and 
stomach due to either mechanical or paralytic ileus. 
However, Sprong and Pollock stress that most patients 
do not become obstructed postoperatively, and there 
should be little need for routine intubation. Naso- 
pharyngeal, laryngeal, and esophageal complications 
of nasogastric intubation which have been reported by 
other authors are emphasized. 

The records of 83 consecutive patients undergoing 
gastrectomy and 124 undergoing cholecystectomy 
were reviewed with regard to the use of nasogastric 
suction during the postoperative period. Of 83 patients 
in whom a gastrectomy was performed, 26 required 
intubation. Eleven patients with pyloric obstruction 
and 2 with massive bleeding were intubated before 
operation. The remaining 13 patients in whom naso- 
gastric intubation was used were started on suction 1 
to 6 days after gastrectomy because of vomiting. An 
additional 15 patients vomited small amounts during 
the first few postoperative days, but were not intu- 
bated. A few others reported nausea but did not vomit. 

Of 124 patients undergoing cholecystectomy only 
10 required intubation. Thirty-five patients vomited 
small amounts during the first two postoperative days 
and 16 others had some nausea. The authors do not 
consider these as adequate indications for intubation. 
The majority of the patients went through their post- 
operative convalescence with no nausea or vomiting 
and without the benefit of nasogastric suction. 

The authors conclude that nasogastric intubation 
should not be used routinely following abdominal 


surgery. It should be reserved for patients showi 
either mechanical obstruction or adynamic ileus which 
is severe enough to cause distension and vomiting, 
When suction is used it should be carefully supervised 
and discontinued as early as possible. 

—Gilbert S. Campbell, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


First Aid in Road Accidents; Experience of Medical 
Road Doctors (Erste Behandlung der Verletzung;. 
folgen bei Strassenverkehrsunfaellen; Erfahrungen 
von Aerzten am Unfallort). E. CARSTENSEN and qi 
EwERwanun. Deut. med. Wschr., 1957, 82: 1338. 


THE TOTAL NUMBER of cars in Hamburg, Germany in- 
creased 54 per cent in the period from 1953 to 1956 
and concomitantly a higher frequency of casualties 
(69 per cent) was noted. However, the incidence of 
fatal issues among the injured people remained con- 
stant (2 per cent). A possible relationship with alco- 
holic intake could be noted in only 38.8 per cent of all 
casualties. Of the patients who died, 43.5 per cent 
died immediately on or before arrival at the hospital. 
The following treatment is recommended: the pa- 
tient should be placed in the ventral decubitus position 
to avoid aspiration pneumonitis, the mouth cleaned, 
the tongue drawn forward, and artificial teeth re- 
moved. Cardiazol, veritol, and suprarenin are con- 
traindicated even in the presence of shock. Trans- 
fusions should be given only if there has been an 
important loss of blood. In most cases it will be 
sufficient to warm the patient while giving oxygen. 
Intubations should be done only by qualified per- 
sons. Fractured legs should be immobilized to avoid 
pain, perforation of the skin, and fat embolism. Ex- 
ternal bleeding can be arrested by compression; in- 
ternal bleeding, unfortunately, can not be influenced. 
Rapid transportation to the nearest hospital is very 
important. — Mare Verstraete, M.D. 


On the Duration of Active Tetanus Immunity and the 
Significance of the Interval of Inoculation (Ueber 
die Dauer der aktiven Tetanusimmunitaet und die 
Rolle des Impfintervalls). W. Beck, H. BURKLE DE LA 
Camp, and R. Haas. Chirurg, 1957, 28: 1931. 


ALTHOUGE no precise information is available as to 
the serum concentration of tetanus antitoxin that 
would designate a person as immune to accidental 
tetanus intoxication, an antitoxin index of 0.005 to 
0.05 international units, or more, has been generally 
regarded as protection against the disease. Neverthe- 
less the antitoxin content of the serum will not yield 
any adequate idea of the state of immunity of an in- 
dividual. Following the attainment of a serum anti- 
toxin level regarded as adequate, this level may fall 
again to subthreshold values. Such an individual will 
nevertheless remain potentially immune, as evidenced 
by a so-called booster phenomenon following re- 
vaccination. The content of international units may 
vary from one to another so that 0.5 c.c. of a mod- 
erately effective vaccine may be less potent than 0.25 
c.c. of a highly active vaccine. Owing to the method 
of evaluating the vaccine on the basis of survival per- 
centages, the figures given as indicators of the ef 


A edical 
>tzungs- 
irungen 
d W. J. 


any in- 
to 1956 
sualties 
ence of 
ed con- 
th alco- 
nt of all 
er cent 
\ospital. 
the pa- 
position 
leaned, 
seth re- 
re con- 
Trans- 


ficiency of the vaccine are occasionally too low or too 

high. Also vaccines with similar figures may show a 

different activity. Thus the precision of international 
must not be overestimated. 

Tables indicate the results of serum antitoxin de- 
terminations in 13 subjects, who had been actively 
immunized against tetanus from 12 to 15 years 
earlier. Nine of these subjects still showed adequate 
serum antitoxin concentrations. In 3 subjects a power- 
ful booster reaction developed within a few days after 
revaccination. Only in 1 case there appeared no ade- 
quate rise in serum antitoxin 7 days after the inocula- 
tion. This patient could not be followed up. Further 
studies were conducted in another group, noting the 
relationship between the dose of the vaccine, the time 
interval between inoculations, and the serum anti- 
toxin concentrations. Two injections of 0.2 c.c. tetanol 
at intervals of 8 weeks showed an average higher 
serum antitoxin content 4 and 12 weeks after the 
second injection, than two injections of 0.5 c.c. of the 
same tetanol at an interval of 4 weeks. Further ex- 
periments on a larger number of subjects over a longer 
period of time are urged. © —Edith Schanche Moore 


Treatment of Tetanus (Zur Behandlung des Tetanus). 
E. Scniitze. Chirurg, 1957, 28: 257. 


At THE DISTRICT HOSPITAL in Schwerin, Mecklenburg, 
Germany, 30 patients with tetanus were treated in 
the last 5 years; there were 15 deaths. 

From the time of the first convulsion the patient’s 
life is endangered by further convulsions which, ac- 
cording to the author’s experience, follow over a 
period of 12 days. In this critical period for the 
patient, barbiturate anesthesia with the addition of 
guaiacol glycerine ether (My 301) was employed with 

results. 

The treatment begins with a drop infusion which 
functions for 10 to 12 days. In it the patient receives 
2c.c. dolcontral (dolantin) and about 0.5 gm. hexo- 
barbital (evipan) in a 1 per cent solution. When the 
patient is asleep 10 c.c. of 20 per cent solution of My 
301 are injected. Tetanus serum (20,000 units) is 
administered before excision of ine wound. Radical 
climination of the locus of entry of the bacillus is 
considered extremely important for survival. Chloral 
hydrate and morphine-atropin are given as pain 
relievers. Postoperatively, infusion of 1 per cent solu- 
tion of evipan with glucose and occasional additions 
of My 301 is continued. 

Two examples of successful treatment of severe 
tetanus are given. The treatment described is recom- 
mended by the author. —Victor R. Fablokow, M.D. 


ANESTHESIA 


Changing Concepts Concerning Depth of Anesthesia. 
Pur D, Woopsrince. Anesthesiology, 1957, 18: 536. 


Tue PATTERN of the signs of depth of “general anes- 
thesia” formulated by Guedel and others was designed 
primarily for ether and similar drugs. Drugs having a 
more limited or specific action are now in use, and a 
new pattern of signs is needed to use with them. Such 
4 pattern is offered, for further elaboration by others, 
in which the process until now known as “general 
anesthesia” is divided into the four components of 
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sensory block, motor block, block of reflexes, and . 
mental block. Since the word anesthesia properly re- 
fers to sensory block only, the word “‘néthria” is intro- 
duced to refer to combinations of these components. 
The concept of four main components of néthria has 
been very helpful in the author’s experience in select- 
ing agents to use in preparing patients for surgical 
operations, and in determining how much of the load 
each agent should carry in each phase of the operative 
procedure. It casts the spotlight on such matters as the 
mimicking of Guedel’s signs of “general anesthesia” 
by the relaxant drugs, on the probable need for 
sensory block in most cases, and on the failure of bar- 
biturates to produce it. —Mary Frances Poe, M.D. 


Effect of Anesthetic Agents on Evoked Central Nerv- 
ous System Responses; Gaseous Agents. HAMILTON 
S. Davis, F. Co.iins, CLarK T. RANpDT, and 
Wiiuiam H. Ditton. Anesthesiology, 1957, 18: 634. 


Tue EFFECTs of cyclopropane, ethylene, and nitrous 
oxide on evoked potentials from the thalamus and mid- 
brain reticular activating system of the cat have been 
recorded. 

The primary effect of these agents was a decrease in 
the amplitude of the evoked response of the midbrain. 
The amplitude was least with nitrous oxide, greater 
with ethylene, and greatest with cyclopropane. The 
midbrain response was never completely obliterated 
by either nitrous oxide or ethylene; cyclopropane, 
however, regularly resulted in complete flattening of 
the wave. The onset and duration of the depression 
of the evoked response of the midbrain is worthy of 
consideration. Cyclopropane, clinically the most po- 
tent of these agents, had an almost immediate effect 
and the wave was slow to return to control amplitude. 
These studies indicated depression of the amplitude of 
the thalamic evoked response, most marked with cy- 
clopropane. This came later and returned to control 
amplitude more rapidly than the midbrain reticular 
potential. 

It is apparent that this technique has application as 
a screening test. Barbiturates, which are known to be 
potent hypnotics but poor analgesics, markedly depress 
the wave of the midbrain reticular system while leaving 
the thalamic potential relatively intact. Nitrous oxide, 
a poor hypnotic and potent analgesic, has the least 
effect on the midbrain reticular system and on the 
direct thalamic system of the gases studied. It is 
further demonstrated that cyclopropane, which is both 
a strong hypnotic and an analgesic, affects both path- 
ways appreciably, the midbrain earliest and most pro- 


foundly. — Mary Frances Poe, M.D. 
Preoperative Sedation and Production of a Quiescent 
State in Children. Max. S. Sapove and THEODORE 


J. Frye. 7. Am. M, Ass., 1957, 164: 1729, 


PREVIOUS EXPERIENCE with 3,000 surgical cases had 
demonstrated to the authors that meperidine hydro- 
chloride and promethazine together were an ex- 
tremely satisfactory combination for use as premedica- 
tion for anesthesia. A method for administering them 
was evolved from this experience and was applied uni- 
formly in a special series of 200 consecutive pediatric 
patients. Various psychophysiologic phenomena were 
closely observed and tabulated in a clinical evaluation 
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of the preoperative sedation and the quiescence pro- 
duced by a combination of promethazine, meperidine 
hydrochloride, and scopolamine administered in a 
dosage determined by body weight. 

Promethazine, 1.1 mgm. per kilogram of body 
weight (0.5 mgm. per pound), was injected intra- 
muscularly 60 to 90 minutes before the induction of 
anesthesia; meperidine hydrochloride in the same 
dosage was given intramuscularly 30 to 60 minutes 
before induction. Scopolamine in doses ranging from 
0.1 to 0.43 mgm. (1/650 to 1/150 grains) according 
to the body weight was given with the meperidine. 
This premedication sufficed to eliminate all signs of 
dread in 93 per cent of the children, suppressed motor 
activity in 92 per cent, induced sound sleep in 12 per 
cent, and eliminated all reactions to the environment 
in 80 per cent. The over-all effect, in the opinion of 
the authors, was that induction was facilitated in 80 
per cent, unaffected in 17 per cent, and delayed in 3 
per cent. There was no cyanosis or vascular depression 
in any patient, and only 1 of the 200 patients vomited. 
Since a parallel series permitting comparison with 
other types of premedication remains to be com- 
pleted, the authors regard this as a preliminary report. 

— Mary Frances Poe, M.D. 


Prognosis After Severe ey in Man. J. WELDON 
BELLVILLE and WILLIAM S. How.anp. Anesthesiology, 
1957, 18: 389. 


ABiLiry to make an early prognosis after a severe 
episode of hypoxia is important for nursing care and 
socioeconomic reasons. Four patients who suffered 
severe hypoxia during anesthesia or operation were 
studied by electroencephalographic tracings and 
their prognoses discussed. The conclusion reached 
was that all patients who suffered severe or prolonged 


episodes of hypoxia should be evaluated with an 
electroencephalogram. Not only will this be helpful 
in establishing the prognosis in the immediate situa. 
tion but the experience gained in following the elec. 
troencephalographic changes will aid in evaluating 
subsequent cases more accurately. 

Three parameters must be considered: 

1. Did the electroencephalogram become flat? 

2. How long did this lack of activity persist? 

3. What was the time interval between correc. 
tion of the hypoxia and the reappearance of fast 
activity? 

The prognosis is good if the electroencephalogram 
does not become flat after hypoxia or if it becomes 
flat, the prognosis may be good if the fast activity is 
restored within one hour. The appearance of a “file 
pattern” signifies a grave prognosis. 

— Mary Karp, M.D. 


Promethazine (Phenergan) Hydrochloride as an 
Adjunct to Anesthesia; Preliminary Clinical and 
Animal Studies. GeratpinE A. Licut, E. Tri 
Mé6rcu, Rose ENGEL, and Joun J. Cunnincuaq. 7. 
Am. M. Ass., 1957, 164: 1648. 


PROMETHAZINE HYDROCHLORIDE (phenergan) was 
given to 104 surgical patients under various conditions 
to test its possible uses in anesthesiology. It was 
given either intramuscularly or intravenously in 
doses of 1 mgm. per kilogram body weight up to total 
doses of 25 mgm. in children to 50 mgm. in adults. In 
conjunction with meperdine (demerol) it produced 
adequate hypnosis in most children. It potentiates the 
action of barbiturates and opiates. It reduces post- 
Operative nausea, vomiting, and excitement. Occa- 
sionally it prolongs drowsiness postanesthetically. 
— Mary Karp, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Newer Contrast Media for Use in Cholegraphy. Wu- 
1AM H. SHEHADI. Acta radiol., Stockh., 1957, 47: 349. 


CHOLEGRAPHY, or intravenous cholecystocholangi- 
ography, is reported to be one of the most significant 
recent advances in roentgen studies of the biliary 
tract, both in the American and the European litera- 
ture. The safety and usefulness, as well as the depend- 
ability, of the procedure has been well established 
and widely accepted. A telepaque and iodine prepara- 
tion containing three-iodinated molecules was intro- 
duced in 1949 for oral administration, and improved 

bladder filling as well as fairly consistent out- 
lining of a major portion of the bile ducts were ob- 
served. Also the caliber of the normal hepatic and 
common bile ducts as well as the measurements of the 
cystic duct were determined by means of the medium. 

The oral method has enabled investigators to study 
the anatomy and physiology of the gallbladder and of 
the ducts along the outflow tract, but the hepatic and 
bile ducts of the patients in whom the gallbladder did 
not fill and in the cholecystectomized patients could 
not be adequately and consistently shown. Cholegra- 

y has made it possible to fill this gap roentgeno- 
graphically. 

Sodium iodipamide (cholografin, biligrafin), li- 
thium iodipamide, and methylglucamine iodipamide 
(methyl cholegrafin) are the three preparations most 
frequently used for excretion or intravenous cholegra- 
phy. The lithium preparation is somewhat more re- 
liable in visualization than the sodium preparation, 
but on the other hand it is considerably more toxic. 
The methyl cholegrafin preparation has all of the 
advantages of the lithium preparation and less than 
half of the amount of toxicity. The solubility of the 
lithium salt is limited to a maximum of 40 per cent, 
while the methylglucamine compound is almost 
twice as soluble. A 52 per cent solution is the most 
widely used preparation for ordinary cholegraphy. 
More concentrated solutions are used for other pro- 
cedures, such as hysterosalpingography. 

In the series of 300 patients in whom 20 per cent 
cholegrafin biligrafin was employed, 15.3 per cent 
experienced reactions varying from nausea to a 
marked drop in blood pressure. In a series of 50 pa- 
tients in whom the lithium salt preparation was used, 
44 per cent manifested reactions, and in a series of 200 
in whom 52 per cent methyl cholegrafin was used, 
only 8 per cent experienced a minimal reaction. The 
author notes, however, that only in a limited number 
of cases were the examinations performed with 2 or 3 
media in the same patient. 

Recently a new preparation, 40 per cent methyl- 
glucamine salt of renografin and 20 per cent cholegra- 
fin aqueous solution,has become available for simul- 
taneous cholegraphy and urography; however, an 
insufficient number of patients have been examined 
with it to warrant its general use at this time. 

The author indicates that the usual vigilance and 


precautions necessary for the intravenous injection of 
contrast media should be practiced for the intra- 
venous injection of media used for cholegraphy. 

Ninety per cent of the injected material is excreted 
by the liver and 10 per cent by the kidneys in from 10 to 
30 minutes. The media are then eliminated by the 
intestines with no evidence of reabsorption. No sig- 
nificant alteration of the blood pressure has occurred 
and no significant change of hepatic function has been 
noted. In patients with marked hepatitis, but without 
hepatic excretion during the maximum phase of jaun- 
dice, only faint or no visualization of the biliary tract 
was noted. As the jaundice begins to subside the 
hepatic function returns to normal and the biliary 
tract can then be well visualized with methylglu- 
camine cholegrafin. 

The author indicates that delayed contrast filling of 
the biliary ducts frequently occurs, and stresses the 
need of delayed films when satisfactory visualization 
is not apparent in the first 30 to 60 minutes after in- 
jection of the opaque material. 

— Moris Horwitz, M.D. 


A Comparative Study of Xeroroentgenography and 
Routine Roentgenography in the Recording of 
Roentgen Images of Bone Specimens. CRAwrorD J. 
CAMPBELL, JOHN Roacu, and ANDRES GRISOLIA. 7. 
Bone Surg., 1957, 39-A: 577. 


XEROGRAPHY is a photographic process based on 
photoelectric rather than photochemical principles. 
An electrostatic image of the size, shape, and radio- 
density of the interposed object is produced on a 
xeroplate. The xeroplate is a metallic plate coated with 
a semiconductor-like selenium and subsequently the 
charge pattern is covered with a finely divided pow- 
der. A permanent record is then made by standard 
photographic techniques. 

First patented in 1940 by Carlson, xeroroentgeno- 
grams yield a slight exaggeration of detail between the 
zones of high and low transparency, the so-called 
“‘pull-in effect.”’ This accentuation is clinically useful. 
Figures 1-a, a roentgenogram, 1-b, a xeroroentgeno- 
gram, and 1-c, the histologic section, are all from a 
humerus with a pathologic fracture due to metastatic 
hypernephroma. The xeroroentgenograms were photo- 
graphically recorded on type F Kodachrome film. The 
value of the accentuated soft tissue detail at the frac- 
ture line and in the area of new bone formation illus- 
trates Clearly the advantages of xeroroentgenography. 
Several additional studies with pictures of various 
bone specimens are presented in the article. 

— Everett Shocket, M.D. 


RADIUM 
Radium Treatment of Cancer of the Tongue. J. 
Ernest Breep. Radiology, 1957, 69: 214. 


AFTER some preliminary discussion of the problem of 
cancer of the tongue and a general consideration of 
its treatment, the author describes in detail his own 
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Fic. 1 (Campbeli et al.). a, Roentgenogram; b, 


technique which makes use mainly of radon in various 
applications. 

The technique consists of the following three 

hases: 

(1) Surface radon application to the primary lesion. 
About 500 me. of radon in glass tubes with silver 
jackets (or a similar cobalt-60 source) are placed in 
a silver box 2x 1x 0.5 cm. In all, 2 mm. of silver and 
4 mm. of rubber surround the radon. After the size 
and shape of the tumor have been carefully outlined, 
the periphery of the growth is divided into areas 2 
cm. wide and the silver box is held successively 
against one or more areas daily for 5 minutes, until 
about 6,000 gamma roentgens have been delivered 
to the surface of the tumor. The Parker Paterson 
system is used for calculation of the dosage. 

(2) Radon seed implantation. Under bilateral 
lingual nerve block, gold (or lead) radon seeds of 0.5 
me. each are implanted throughout the base of the 
tumor. Two seeds, one just below the tumor in the 
tumor bed and the other just above this line and in 
the cancer itself, are implanted with each needle 
puncture and punctures are made about 6 mm. apart 
in small growths and somewhat farther apart in 


growths. 

3) Irradiation of metastases to lymph nodes. The 
lymph node bearing area, or the palpable lymph 
nodes if present, are irradiated at a distance of 2 to 6 
cm. with a radon applicator containing 500 to 1,000 
me. daily until at least 5,000 gamma roentgens have 
been given. This is followed by block dissection if the 


xeroroentgenogram; c, pathological section. 


enlargement of the lymph nodes does not completely 
disappear. 

The method was used in 100 cases. The 5 year re- 
sults obtained in this group are shown in Table I. 


TABLE I.—RESULTS (5-YEAR) IN 100 CASES OF CAR. 
CINOMA OF THE TONGUE 


Discontinued treatment or not treated......... 16 
19 
Favorable cases 
Livingand well... 20 64.5% 
Unfavorable cases 
Living and 5 10.0% 
Died of disease................... 45 90.0% 
50 
Total determinate group. 


Two patients died from hemorrhage; 5 with syphilis. 


As may be seen the relative cure rate in the 81 
determinate cases amounted to 30.9 per cent and 
the absolute cure rate in all cases, whether treated or 
not, was 25 per cent. —T. Leucutia, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Hygiene Studies in Industrial Trichloroethylene Ex- 

e (Gesundheitliche Gefahren in der Industrie 

Bei Exposition fuer Trichloraethylen). ANNA ANDER- 
sson. Acta med. scand., 1957, 157: Supp. 323. 


THE AUTHOR reports a comprehensive study of 104 
workers in 30 metal fabricating, rubber, and dry 
cleaning plants, who were exposed to trichloroethylene 
for a period as long as 7 years. About two-thirds of the 
workers had symptoms which were correlated with the 
trichloracetic acid urinary excretion. The symptoms 
were those of neurasthenia and dyspnea, with gastro- 
intestinal, cardiac, and other nonspecific systemic 
complaints. Very few individuals excreting 20 mgm. 
per liter of urine or less of trichloracetic acid had 

ptoms; most of those excreting more than 75 mgm. 
per liter had symptoms. Only 8 of the 104 were free 
of symptoms after 3 years of exposure. The interrela- 
tionship of other factors, such as social difficulties, 
may be important in the syndrome. Much individual 
variability was noted. No specific cranial or peripheral 
nerve involvement was noted in this series. A reduc- 
tion in work capacity on an ergometer was noted in 
men but not in the women examined. The electro- 
cardiographic patterns were inconclusive, showing 
arrhythmias predominantly. 

Another group, of 50 patients, had had a rather 
high degree of exposure to trichloroethylene but had 
ceased this work and were examined after no exposure 
for 1 to 3 years. This group was relatively free of 
symptoms due to trichloroethylene exposure. The 
symptoms attributed to trichloroethylene had sub- 
sided shortly after exposure ceased and in most in- 
stances had disappeared in about 5 months. 

Rabbits were exposed to from 12 to 190 mgm./L. 
(1 mgm./L. equivalent to 186 parts per million 
(p.p.m.) of trichloroéthylene for 10 to 300 minutes 
daily and observed for 8 to 12 months. No specific 
changes other than pulmonary irritation and its con- 
sequences were noted. Anesthesia was occasionally 
induced at levels above 37 to 50 mgm./L. and was 
more frequent and associated with spasms or con- 
vulsions in the last half of the study. The recovery 
time following exposure was prolonged after the ex- 
periment had been in progress for months. Liver 
function studies showed a transient rise in thymol 
turbidity titer. Other values were normal. Histologi- 
cally, the liver was normal. 

Continuous trichloroethylene determinations were 
made in four plants. Considerable variation existed 
between the plants and within any plant during the 
day. Three plants showed spot peaks to from 300 to 
500 p.p.m.; the other peak exposure was about 50 
p-p.m. The ratio of inhaled trichloroethylene (p.p. 
m.) to the excreted trichloracetic acid (mgm./L.) 
was 2 to 4. 

The author, from her observations and review of 

literature, suggests that the maximum allowable 
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concentration should be reduced to one-tenth or so of 
the present recommended value of 200 to 400 p.p.m. 
—E. L. Walsh, M.D. 


Tissue oon Induced by Foreign Bodies, with De- 
ductions for Alloplastic Surgery (Durch Fremd- 
koerper bewirkte Gewebsvorgaenge und Schlussfolger- 
ungen fuer die alloplastische Chirurgie). H. H. Grun- 
ERT. Chirurg, 1957, 28: 212. 


Tue EFFECT of a foreign body on the surrounding 
tissues may range from a slight change in nutritive 
cellular function, the neuroexcitatory state, and blood 
vessel regulation to severe exudative and proliferative 
conditions and even up to irreparable malignant de- 
generation. Attention is drawn to the fact that there 
is scarcely one of the substances utilized for allo- 
plastic purposes by surgeons of today that has not at 
some time or other given rise to the formation of 
malignant tumor in animal experiments. Malignant 
conditions have been demonstrated to result more fre- 
quently from a compact mass than from a powder of the 
same substrate, distributed in living tissue. This af- 
fords definite proof that there is neither a specific 
chemical process involved, nor a purely surface effect. 
Mass, as a physical factor, plays the determining role. 
The malignant condition constitutes a specific result 
obeying laws governing the general physical action of 
foreign bodies, and in its origin, one has to deal with 
scientific fundamental problems of energy-mass rela- 
tions. Schloffer tumors have been induced by suture 
material and even by the chemically indifferent perlon. 
It is suggested that considerably lower phase boundary 
potentials are generated at the limiting surfaces by 
plastic or protein masses than by metals. It is stressed 
that forces of dynamic equilibrium have biologic 
significance. The fact that malignization is more fre- 
quently caused by compact masses than by powder 
indicates that its incidence increases with density of the 
field. In certain cases of chemical or physical destruc- 
tion of a foreign body the process is spoken of as re- 
sorption of a foreign body, little attention being given 
to the multiform aspects of the process. There is a 
series of wholly foreign processes behind this process 
of resorption. It is known that occlusion of the efferent 
lymph paths may develop and that abrasions and 
erosions have been observed in the presence of plexi- 
glas prostheses. Quite different processes affect metals. 
An oligodynamic action of minimal traces of silver has 
been described. Certain animal proteins such as those 
of the skin and hair, cannot be resorbed, whereas pro- 
teins that show an electrostatic attraction between 
the cation and anion carboxyl groups are easily sub- 
ject to hydrolytic cleavage. In this group belong blood, 
muscle, and other organ proteins, collagens, and 
casein. 

Antigenization plays a basic role in providing pro- 
tein to replace blood. Glucose and urea will de- 
antigenize proteins. There is little doubt that con- 
served protein no longer exists in its native state. 
Chemical or physical stabilization methods lead in- 
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evitably to denaturation and weakening of the bio- 
logic activity. Preserved homotransplants have there- 
fore a better chance of healing or survival than fresh 
nonhomogenous material, since the latter contains 
proteins that are still biologically active. These find- 
ings appear to have been confirmed in practice. 

The solution of the following problems seems of im- 
portance, namely: 

1. What is the local tolerance to various natural and 

denatured proteins? 

Is specificity so far lost with denaturation that the 

difference between foreign and homogenous pro- 

tein is somewhat erased in its local effect? 

3. Is there a stage in denaturation that excludes re- 
sorbability? 

4. What are the best protein substances and what is 
the best preparation for alloplastic purposes? 
These questions can be answered only by animal ex- 

periments. 

Experiments with intraperitoneal and intragluteal 
implantation of rennet casein were performed on 
guinea pigs and cats. Then rennet casein which had 
been soaked for 3 days in a 5 per cent formaldehyde 
solution was used, but the effects were considerably 
less marked. Also blood protein from cattle, and 
human gelatin and blood protein were as well toler- 
ated and always resorbable. In 5 cats the tolerance to 
highly denatured homogenous protein and that to 
foreign denatured protein were compared. Experi- 
ments on pigs with rennet casein (protein fibers) 
showed these fibers to be resorbable after 3 to 5 
months, which suggested the production of resorbable 
gauzes (patent pending). Any degree of hardness or 
elasticity could be obtained by using glycerine as a 
softener. 

For purposes of alloplastic surgery, it is concluded 
that continued existence of a foreign body in living 
tissue constitutes a risk, since the material structure 
and chemism of foreign material is changed in the 
course of time, until it is no longer capable of per- 
forming its mechanical function, and this period of 
time cannot be foretold. 

The ideal alloplastic method involves the use of a 
material which in the course of time will organize and 
substitute, as in the case of natural and denatured 
homotransplants, and this purpose can apparently be 
fulfilled only by protein polymers. The proteins 
should preferably be homogenous. Even with maxi- 
mum denaturation and molecular interlacing they 
remain resorbable. Technical preparation will solve 
the problem of maintaining certain structural fibers, 
such as collagen fibers, and increasing their tenacity, 
viscosity, and toughness. 

The use of artificial protein products involves 
neglect of homogeneity and danger of injurious con- 
tamination. A very productive source for high value 
human protein lies in blood preserved too long and 
in the placenta. With the maintenance of certain 
structural elements these may be brought to almost 
any consistency and durability. Also any desirable 
shape can be attained (patent pending). Thus the use 
of these two sources of human protein offers great 
possibilities for alloplastic surgery. Opinions differ 
regarding the possible therapeutic use of placenta 
protein and as to antigenization, and local reactions. 


bo 


In its natural state it is quickly resorbed. Theoretically, 
the conserved homotransplant has a better chance of 
healing, that is, undisturbed preservation and sur. 
vival, than has a fresh isoplastic graft, because the lat. 
ter contains proteins that are still biologically active, 
Practically, these findings appear to have been con- 
firmed. — Edith Schanche Moore. 


On the Surgical Significance of Vitamin C (Ueber die 
chirurgische Bedeutung des C-Vitamins). Zs. Patay, 
L. MotnAr, and J. Chirurg, 1957, 28: 208. 


FOLLOWING A BRIEF REVIEW of the literature on the 
biological significance of vitamin C, its importance in 
preoperative and postoperative treatment is discussed, 
It is stressed that during operation the vitamin C 
content of the blood may be adequate, whereas fol- 
lowing operation, the hospital diet may not furnish a 
sufficient supply. Preoperative and postoperative ad- 
ministration of vitamin C is of value in preventing 
postoperative anorexia, nausea, and vomiting. Pul- 
monary complications and disturbances in wound 
healing occur less frequently following the administra- 
tion of vitamin C. It is well known that the greatest 
lack in vitamin C occurs in the spring. In 23 of 35 
surgical cases showing hypovitaminosis or avitaminosis 
C, daily doses of 300 to 500 mgm. of vitamin C were 
administered for 3 to 5 days, totaling 1,500 to 2,000 
mgm., and thus raising the vitamin C content of the 
blood from 1 to 2.5 mgm. per cent. The general con- 
dition of these patients improved visibly. Surgical heal- 
ing was uncomplicated and there was neither opera- 
tive nor postoperative shock. These patients survived 
the operation considerably better than patients not 
receiving vitamin C. 

A study was undertaken to determine the role of 
vitamin C during operation and in the prevention of 
shock. Findings suggested that fall in blood pressure 
was somehow connected with vitamin C excretion. 
Patients admitted for operation in the spring or winter 
months usually suffer from hypoavitaminosis or 
avitaminosis C. Operation in such patients usually 
results in a marked drop in blood pressure and not in- 
frequently shock develops during or after operation. 
In ether narcosis or local anesthesia, the vitamin C 
level of the blood and urine falls according to the 
amount of ether administered and in relation to the 
duration and extent of the operation, and in some in- 
stances it may disappear altogether. Severe fluctua- 
tions in the blood pressure and the onset of preshock 
and shock appear to be related to the drop in the vita- 
min C level. 

Following a review of the literature concerning the 
surgical significance of vitamin C, the authors state 
that in their cases the drop in vitamin C followed the 
drop in blood pressure. It has been shown that vitamin 
C inhibits increased decomposition of adrenalin or 
chemical desympathization, and that exclusion of the 
sympathetic nervous system by dibenamin or other 
agents has a favorable effect on the state of shock and 
prevents utilization of ascorbic acid. Probably the 
latter exerts an effect on the vessel walls, preventing 
the diapedesis of serum and plasma that takes place in 
shock. Administration of relatively large doses of vita- 
min C, preferably in drop infusion, may prevent pre- 
operative and postoperative shock. 
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Other favorable effects include uncomplicated 
wound healing, postoperative spontaneous abundant 
diuresis, with considerable reduction in the incidence 
of postoperative pneumonias. Further research is urged 
to reveal the action of vitamin C and its still unknown 
biologic properties. 

The difference in vitamin C metabolism in the 
spring and winter months was studied in a group of 
35 patients, and the role of vitamin C during opera- 
tion and in the prevention of shock in 80 patients. 
Single doses of 500 mgm. of vitamin C could not pre- 
vent a drop in the blood pressure during operation on 
account of pain or in the transition from local to gen- 
eral anesthesia, and therefore an additional 500 mgm. 
of vitamin C had to be administered. Blood transfusion 
and plasma infusions have little effect on the effect of 
vitamin C. Vitamin C is frequently administered to 
hypotonic patients for prophylactic reasons. Since re- 
peated doses of vitamin C were required to affect the 
blood pressure, it was decided to use drop infusion of 
30 per cent of vitamin C solution. The amount of solu- 
tion administered at one time was 1 to 1.5 liters, which 
provided 3 to 4.5 gm. of vitamin C for the body. The 
vitamin C content of the blood usually rose 2 to 3 
mgm. per cent. —Edith Schanche Moore 


Experiences with Mitomen, ee Oxygen Mus- 
tard, in Preventive Therapy Following Tcusion 
for Cancer (Erfahrungen mit Mitomen, N-Oxyd- 
Lost, in der “Shutztherapie” nach Krebsoperationen ). 
H. GriessMANN and H. Waruitz. Chirurg, 1957, 28: 
200. 


THE DEVELOPMENT OF CHEMOTHERAPY as a preventive 
of cancer to supplement surgical treatment of this dis- 
ease is discussed on an experimental and clinical basis. 
It has been shown that in spite of highly developed 
surgical technique a very great percentage of surgically 
treated cancer patients die later of the disease. Pre- 
operative and postoperative x-ray therapy has some- 
what improved the outlook in certain types of cancer 
but not in others. Recently cytostatic therapy with 
mitomen has been recommended, and lethal and 
therapeutic doses have been established. 

Mitomen has demonstrated a certain tumor speci- 
ficity and it is suggested that it is transformed into an 
active form by the tumor cells themselves. Mitomen 
is the same as the Japanese nitromin, or di-ethylamine 
2, 2-dichloro-N-methyl. The present authors have 
used mitomen as a preventive following radical oper- 
ation for cancer for one year. Mitomen has no harm- 
ful effect on the patient provided proper instructions 
for dosage are observed. Side effects on the bone mar- 
row and blood picture must be expected as a re- 
sult of any cytostatic treatment. General intolerance 
may interfere with the treatment. Dosage is estab- 
lished on the basis of individual reaction, as evi- 
denced in the blood picture. A more or less marked 
leucopenia occurs, the reaction being delayed in some 
instances. In limiting the dose upon signs of leu- 
copenia, i.e., at 3,000 to 4,000 leucocytes, it is stressed 
that the leucocyte count can be taken into account 
only in relation to the initial count. Thus, with an 
initial count of 10,000 to 12,000 leucocytes, it will be 
necessary to proceed with care when the leucocytes 
have fallen to about 5,000, whereas in intially leu- 
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copenic patients with 4,500 or 5,000 leucocytes, cau- 
tion must be used when the leucocytes have fallen to 
2,500. The leucocyte count must be controlled also 
after treatment, since the count may be lowest at the 
end of treatment. 

The danger of leucopenia or agranulocytosis follow- 
ing mitomen treatment is very slight, especially in pa- 
tients under clinical control, since occasionally a rapid 
improvement in bone marrow function and in the 
blood picture can be obtained with blood transfusion, 
ACTH, cortisone, or gamma globulin. 

In the 30 patients under observation, general 
tolerance was good when treatment was begun with 
daily single doses of 25 mgm. The dose was then in- 
creased to 50, 75, and occasionally to 100 mgm. 
Twenty-one of the 30 patients tolerated doses up to 
100 mgm. without any ill effect. Four patients suffered 
loss of appetite, nausea, and in one instance vomiting. 
After an interval of a few days, treatment could be 
resumed without difficulties. In 5 cases, treatment had 
to be discontinued because of violent nausea and mas- 
sive vomiting. The patients were extremely ill and had 
suffered from vomiting even prior to the administra- 
tion of mitomen. 

In cases of slight nausea, antemetics or vitamin B, 
was administered, and occasionally treatment was dis- 
continued for a few days. Drop infusion is not ad- 
visable because of the instability of the substance. No 
injury to the liver or kidneys was observed, and local 
tolerance was surprisingly good. Wound granulation 
was not affected so that mitomen may be administered 
directly following operation when the general condi- 
tion permits. Intravenous administration is preferable. 
The daily dose is increased from 25 to 50 or, when 
tolerated, to 75 or 100 mgm., and continued until the 
patient has received 700 to 1,200 mgm., according to 
tolerance. 

The individual reaction and regular leucocyte 
counts will be the determining factors, so that the period 
of treatment may vary considerably. If intravenous 
administration is impossible, oral administration is 
preferable to intramuscular injection, since the latter 
appears inadequate. For oral administration, the con- 
tents of the ampoule is dissolved in water and ad- 
ministered to the fasting patient in a little oatmeal 
gruel. Intrapleural or intraperitoneal administration 
may be tried in doses up to 200 mgm. in miliary dis- 
eases of the pleura or peritoneum. This method and 
also intratumoral treatment may be tried as adjuncts 
in cases of inoperable tumor, but such procedures 
should be clearly distinguished from the so-called 
preventive therapy. It may be necessary to administer 
several series, usually another course after a few weeks 
and a third after another interval of a few weeks. It is 
important that the leucocyte picture be normalized 
before starting each new course. 

In cases in which prolonged hospitalization is im- 
possible or inconvenient, the additional mitomen 
courses may be left to the general physician. Oral ad- 
ministration is recommended for ambulatory treat- 
ment. Intelligent patients may be entrusted to ad- 
minister the treatment themselves. Co-operation with 
the practicing physician and constant control of self- 
treating patients are important. If a regular second or 
third course of treatment cannot be given at the hospi- 
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tal, ambulatory treatment is recommended for a pro- 
longed period with weekly administration of 1 to 2 
ampoules of 50 mgm. A set of rules for ambulatory 
treatment is available in print. Outside physicians are 
requested to report as to the number of treatments, 
dosage, tolerance, leucocyte counts, general condition, 
and blood sedimentation rates. In associated x-ray and 
mitomen therapy there may be a summation of the 
bone marrow effects of the two treatments. For the 
present, it is recommended that these two methods 
not be used simultaneously but in succession. End re- 
sults in these cases will be published later. 
—Edith Schanche Moore 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Pathology, Diagnosis, and Treatment of Moniliasis, 
Epouarp Drounet. Irish F. M. Sc., 1957, Series 6: 241. 


THE CLINICAL MANIFESTATIONS of Candida or Monilia 
infections have been known for many years, but little 
attention was paid to these conditions and the disease 
entity of moniliasis was considered rare. 

With the introduction of intensive antibacterial 
antibiotic therapy, multiplying the intestinal yeast- 
like flora, the incidence and the severity of Candida 
infections were considerably increased in the various 
fields of medicine. 

Oral thrush, formerly regarded as a relatively mild 
infection with Candida albicans and occurring es- 
pecially in debilitated children and in the elderly in- 
dividual, may become a more serious condition by 
extension to the pharynx, bronchi, and esophagus, or 
it may even invade the blood stream and reach the 
kidneys, brain, and other organs. The digestive tract 
is considered as the principal reservoir of Candida 
albicans. From the intestinal portal of entry, this or- 
ganism can penetrate the intestinal capillaries, and 
occasionally it is spread by the blood to the deeper 
organs. 

The laboratory diagnosis of moniliasis is not easy, 
mainly because of the difficulties of interpreting the 
results: the yeastlike fungi of the Candida are often 
saprophytes. 

Three elements should be considered in the labora- 
tory diagnosis of moniliasis: (1) the site of origin of the 
specimen, (2) the number of Candida observed in the 
lesions, and (3) the laboratory determination of the 
species of Candida isolated. Species of Candida other 
than the Candida albicans (formerly considered to be 
non pathogenic) produced pathological manifesta- 
tions under certain conditions. 

Nystatin has been found useful in the past 3 years in 
the control of complications of Candida. In vitro nys- 
tatin will inhibit the growth of all species of Candida. 
Nystatin is not only fungistatic, but also fungicidal 
when sufficiently high concentrations are used. No 
resistance was observed. The sensitivity of Candida 
albicans to nystatin was unchanged even in several 
cases in which relapse had occurred. 

Nystatin was administered in powder form mixed 
with food in doses of 0.1 gm. per kgm. weight daily 
(0.2 million units) for infants and children weighing 
under 5 kgm., and for others, between 0.5 and 1 gm. 
(1 to 2 million units) daily. The doses indicated may 


be increased without danger and may reach or exceed 
1.5 million units for infants, from 2 to 3 million units 
for children, and from 6 to 10 million units for adults 
daily, for many days. The lack of toxicity of nystatin 
is remarkable. 

Only in the localized bronchial moniliasis of adults 
are the results of oral nystatin occasionally unsatis. 
factory because of the poor absorption of this anti 
biotic. In vaginitis, the topical use of 0.2 to 0.5 million 
units in suppositories for several days gives good re. 
sults even should relapse occur. Relapses observed in 
pregnant women were cured by a second treatment 
within a few days, whereas in cutaneous moniliasis, 
topical application of nystatin is very effective. 

—Stephen A. Kieman, M.D. 


Gram Negative Bacteremia. J. D. Rei. NV. Zealand M, 
J.» 1957, 56: 200. 


THE OCCURRENCE and clinical significance of gram- 
negative bacteremia has been recognized but recently, 
The author briefly quotes the existing literature and 
discusses the case histories of 11 patients with this con- 
dition (6 of whom died) seen at the Wellington Hospi- 
tal during the last 2 years. 

Usually such cases are associated with a genito- 
urinary or alimentary infective focus, though on oc- 
casion no such primary lesion can be found. Over half 
the cases reported have occurred following surgery or 
instrumentation. In the present series bacteremia has 
followed abdominal surgery, abortion, needle biopsy 
of the liver, transfusion of contaminated blood and 
contaminated saline, and urethral catheterization. 

The usual symptoms are those of shock and severe 
circulatory collapse. There is usually fever and a gen- 
eral toxic reaction, with jaundice, metastatic abscesses, 
and sometimes necrotic cutaneous ulcers. The author 
describes a patient in whom the clinical and autopsy 
findings were strongly suggestive of a Schwartzmann 
reaction and discusses the implications of the findings. 

Escherichia coli is the commonest causal organism 
though Pseudomonas or Bacillus proteus may be re- 
sponsible in occasional cases. Symptoms vary some- 
what depending upon the type of the organism. The 
mortality rate has varied between 5 and 50 per cent 
in reported series. 

Treatment consists in the heroic use of the appro- 
priate antibiotics (however, the rapid liberation of 
endotoxin from bacteria killed by the antibiotic 
might itself cause shock), analeptic agents, and corti- 
sone. —Ranes Chakravorty, M.D. 


DUCTLESS GLANDS 


Pancreatitis, a Diagnostic Clue to Hyperparathy- 
roidism. OLIveR Cope, Perry J. CuLVER, CHARLES 
G. Mrxter, Jr. and Grorce L. Narpt. Ann. Surg., 
1957, 145: 857. 


THE CHIEF HORMONAL EFFECT of hyperparathyroidism 
is a rise in the level of the serum calcium and a con- 
comitant fall in the serum phosphorus. There is also 
an augmented excretion of both these ions through 
the kidneys. The direct effect of a low serum phos- 
phorus is possibly minimal. The high serum calcium, 
however, is associated with muscular relaxation, 
symptomatically manifested as lassitude and fatigue. 
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Such symptoms are so vague that patients with hyper- 
parathyroidism are seldom diagnosed on the basis of 
the primary endocrine complaints. The diagnosis is 
usually established when the cause of the complicating 
bone disease, urinary tract calcification, or peptic ul- 
ceration is investigated. However, hyperparathyroid- 
ism is not neccessarily or invariably associated with 
any one of the above mentioned complications. 

The authors reviewed a series of patients with hy- 

rparathyroidism treated at the Massachusetts Gen- 
eral Hospital and found pancreatitis to be associated 
with the disease in two instances. The first patient was 
a 52 year old housewife who had had hyperparathy- 
roidism for about 8 years prior to having a parathy- 
roid carcinoma excised from the left side of her neck. 
Two years later she underwent two excisions for local 
recurrences. About a year later she had a persistent 
urinary tract infection which was treated by chlor- 
omycetin. During the course of this therapy she de- 
veloped abdominal pain, nausea, and vomiting which 
persisted in spite of withdrawal of what was thought 
to be the offending antibiotic. Two months later she 
was readmitted to the hospital with signs and symp- 
toms of recurrent hyperparathyroidism. Exploration 
of the neck revealed a benign adenoma on the right 
side. In the postoperative period her abdominal symp- 
toms became very severe with the characteristics of 
acute hemorrhagic pancreatitis. Death occurred on 
the tenth postoperative day and autopsy revealed 
acute hemorrhagic pancreatitis as well as presumably 
functioning metastases of parathyroid carcinoma in 
the liver. The second patient was a 62 year old woman 
who had persistent and repeated attacks of pancreati- 
tis in spite of a medical regimen, cholecystectomy, 
sphincterotomy, and prolonged drainage of the biliary 
tract. At a subsequent admission, her serum calcium 
was found to be abnormally high and the results of 
further investigation were indicative of hyperpara- 
thyroidism. Removal of a benign adenoma in the 
right lower lobe has been followed by complete dis- 
appearance of abdominal symptoms as well as a nor- 
mal serum biochemistry for more than 3 years. 

In reviewing the literature for similar case-records 
the authors have found at least 5 such histories docu- 
mented. They discuss the possible etiologic relation- 
ship between the two conditions. It is thought that 
hyperparathyroidism is the primary disease. There is 
subsequent formation of pancreatic stones because of 
a primary precipitation of the excess serum calcium 
in the alkaline contents of the pancreatic ducts. The 
pancreatitis is an ultimate complication caused by the 
ductal blockage. However, the authors point out that 
pancreatitis is sometimes associated with a low serum 
calcium, because of fixation of the serum calcium 
in areas of fatty necrosis, and such a disturbance of 
the biochemical equilibrium will produce hyperactiv- 
ity of the parathyroid glands. Finally, the authors 
stress the possibility of the co-existence of the two con- 
ditions causing unpredictable changes in the levels of 
the serum calcium, and making diagnosis difficult. 
Thus pancreatitis may lower the elevated serum cal- 


‘cium levels of hyperparathyroidism,. while in the 


presence of hyperparathyroidism, the serum calcium 
levels in severe pancreatitis may remain normal. 
—Ranes Chakravorty, M.D. 
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Postoperative Transient Aldosteronism. J. G. Liau- 

RADO and M. F. A. Wooprurr. Surgery, 1957, 42: 313. 
THE DISCOVERY, isolation, and identification ofa potent 
electrolyte-regulating corticoid of the adrenal cortex, 
now Called aldosterone, has opened new perspectives 
in the study of alterations associated with sodium and 
potassium disturbances. 

On the basis of clinical and laboratory studies, the 
authors demonstrated that for several days after opera- 
tion there is an increased excretion of aldosterone in 
the urine. The term “‘postoperative transient aldoster- 
onism” was suggested for this phenomenon. There was 
a significant correlation and an approximately linear 
relationship between aldosterone activity and the 
logarithm of the sodium/potassium ratio in urine of 
patients before and after surgery. During the period of 
increased aldosterone excretion the urinary sodium/ 
potassium ratio remained significantly lowered, and 
by the time this ratio returned to its preoperative level 
the aldosterone content of the urine had also returned 
to its preoperative level. 

Increased urinary excretion of aldosterone probably 
reflects an increase in the blood level of this hormone. 
If this were the case, one of the factors, and possibly 
the main factor, responsible for postoperative sodium 
retention and potassium loss would be a rise in the 
amount of circulating aldosterone, but the data ob- 
tained from this study offer no explanation as to why 
such a rise should occur. Two possibilities, however, 
were suggested: (1) increased production of the hor- 
mone by the adrenals, and (2) a diminution in the 
rate of destruction of the hormone by the liver, which 
is the organ known to be concerned with inactivation 
of various corticoids including aldosterone. 

Good evidence is available that administration of 
ACTH has little effect on aldosterone production in 
man, and it has been further demonstrated that aldo- 
sterone is produced even by patients with hypopitui- 
tarism or after hypophysectomy. It seems unlikely, 
therefore, that increased production of the hormone 
after operation could be brought about by a pituitary- 
adrenal mechanism. Evidence has been presented that 
administration of potassium to normal subjects re- 
sulted in a significant increase in aldosterone excre- 
tion, and it has been suggested that sufficient potas- 
sium may even be absorbed from the field of operation 
to produce a similar effect. 

The rate of destruction of aldosterone may be 
diminished after surgery. After operations of various 
kinds, there is impaired liver function as demonstrated 
by diminished bromsulphalein excretion, and this 
altered excretion test correlates well with the plasma 
17-hydroxycorticoid levels. The increased plasma 
17-hydroxycorticoid level, though due partly to in- 
creased secretion, has also been attributed in part to 
impaired inactivation by the liver. It has also been 
demonstrated that slices of normal liver in vitro abol- 
ish the sodium retaining activity of urine extracts 
from patients with cirrhosis of the liver and ascites, 
and such slices also inactivate pure aldosterone. This 
hypothesis has the further attraction that it suggests a 
possible explanation for the otherwise puzzling obser- 
vation that the typical metabolic response of nitrogen 
loss, sodium retention, and potassium excretion, which 
occurs after experimental fractures in rats, occurs also 
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in adrenalectomized rats maintained on a constant 
amount of adrenocortical extract. 

In summary, it is suggested that aldosterone is the 
principal factor responsible for the electrolyte distur- 
bances which occur in the first few days after surgery. 
Increased production of aldosterone by the adrenal 
cortex and impaired rate of destruction by the liver 
are further suggested as possible causes of postopera- 
tive transient aldosteronism. 

—Earl W. Cauldwell, M.D. 


Postoperative Collapse Due to Adrenal Insufficiency; 
Following Cortisone Therapy. G. SLAney and B. N. 
Brooke. Lancet, Lond., 1957, 272: 1167. 


THE ADMINISTRATION Of cortisone is known to produce 
adrenocortical hypoplasia and even frank atrophy 
through the suppression of endogenous corticotropin. 
This cortisone-induced depression takes several days 
to pass, and even after the response to corticotropin 
has been fully restored, it may be a very long time 
before the hypoplastic gland returns to normal func- 
tion. During this period, though the adrenal glands 
are capable of producing enough steroids for ordinary 
daily requirements, they may be unable to meet the 
additional requirements of severe stress. A major 
operation performed at this time could have disastrous 
results. In the experience of the authors, the death of 
3 patients, following major abdominal surgery, could 
be explained only on these grounds. In 4 additional 
patients, shock was successfully treated by the further 
administration of cortisone, although 1 patient even- 
tually died. 

The authors suggest that cortisone should be ad- 
ministered prophylactically to any patient undergo- 
ing operation who has had corticosteroid therapy 
within a year, and possibly 2 years, of the operation. 
Cortisone should be given during the operative 
interval but may be withdrawn during convalescence. 
Since this regimen has been followed, 8 such patients 
have been treated withoutevidence of vascular collapse. 

The complications usually associated with cortisone 
therapy must be expected while the prophylactic 
cover is being maintained, especially a tendency to 
infection and septicemia. Such infections require the 
administration of larger doses of antibiotics than usual 
for their control. 

In any case in which corticosteroid therapy is 
contemplated, careful consideration should be given 
to the likelihood of subsequent surgical intervention. 
Operative risks are increased by the antecedent 
administration of cortisone. 

—Earl W. Cauldwell, M.D. 


EXPERIMENTAL SURGERY 


The Action of Phenothiazine Derivatives and Hy- 
dergin on the Respiration and Pulse of Anesthetized 
Dogs (Ueber die Wirkung von Phenothiazinderivaten 
und Hydergin auf Atmung und Pulsfrequenz nar- 
kotisierter Hunde). K. Tauper, H. Keysster, R. 
ENZENBACH, and R. ParRuHorer. Langenbecks Arch. u. 
Deut. Kschr. Chir., 1957, 285: 190. 


A TOTAL of 60 experiments was performed on 14 large 
dogs under evipan anesthesia. The action of the fol- 
lowing intravenously injected drugs on spontaneous 


as well as artificial respiration was examined: atosil— 
100 mgm. per animal; megaphen—100 mgm.; lytic 
cocktail containing atosil 100 mgm., megaphen 100 
mgm., dolantin 200 mgm. per animal; and hydergin 
(CCK 179)—4 c.c. per animal. 

The lytic cocktail as well as its single components 
brings about a constant increase in the frequency of 
the heart contractions. This increase is smaller with 
atosil than with megaphen and most pronounced with 
the lytic cocktail. Hydergin seems to have a slight op. 
posite effect. Simultaneously with the increase in 
pulse rate there is an increase in oxygen consumption 
which is most pronounced with the lytic cocktail. 

In the spontaneously breathing animals the in- 
creased oxygen consumption is covered by an increase 
in respiratory volume with a decrease in oxygen 
utilization. The animals under artificial respiration 
cover the need, as far as possible, by a better utiliza. 
tion of the breathing air. The utilization seems to be 
impaired by the administration of ganglion-blocking 
agents, so that an increase in the respiratory volume 
or frequency is necessary to avoid cyanosis. 

The action of phenothiazines on the circulation and 
respiration is independent of the body temperature 
as long as it remains between 34 and 38 degrees C. 

—Victor R. Jablokow, M.D. 


Experiments on Plasma Expanders (Untersuchungen 
ueber Blutersatzmittel). FRANz BAUMGARTL, HELMut 
ZINTZEN, and Fritz ZureDA. Langenbecks Arch. u. Deut, 
Rschr. Chir., 1957, 285: 353. 


THE IMPORTANCE Of the plasma proteins for the main- 
tenance of the circulating blood volume has already 
been stressed. As the blood supply is limited, major 
reliance has been placed in the restoration of the cir- 
culating fluid volume at the sacrifice of cell volume. 
This can be achieved with plasma expanders. 

Tutofusin, subsidal, periston, and macrodex have 
been investigated as potential plasma expanders in 
animals and man. Thirty-nine anesthetized dogs were 
bled to the point of unmeasurable blood pressure in 
the carotid artery. This pressure was normalized im- 
mediately with a transfusion of macrodex and in 1 to 
3 hours with a transfusion of periston, subsidal, or 
tutofusin. The plasma volume and circulating total 
blood volume (determined by the method of Crispell, 
Porter, and Nieset) were, 60 to 80 per cent of the con- 
trol value an hour after the tutofusin transfusion. 
Slightly decreased values were obtained with subsidal. 
An increased plasma volume was found in the be- 
ginning of a periston transfusion, but reached similar 
values as for tutofusin and subsidal after 1 to 2 hours. 
The blood volume became normal immediately with 
macrodex and, the plasma volume was increased; the 
blood dilution was important only if the hematocrit 
was 20 or less. The blood volume decreased markedly 
within the first 2 hours, but the blood dilution re- 
mained unchanged. 

Tutofusin, subsidal, and periston were used as 
plasma expanders in normal individuals. Thirteen 
hundred ml. of blood were withdrawn for the initial 
trauma. No expanders were given to 5 individuals in 
order to determine the uninfluenced recompensation 
of the blood volume. Transfusion with tutofusin, sub- 
sidal, or periston restored the plasma volume immedi- 
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ately in the wide range of 60 to 170 per cent of the 
original value. The blood dilution was more marked 
with periston than with tutofusin and subsidal. 

— Mare Verstraete, M.D. 


erimental Studies on the Pathogenesis of Fat Em- 

lism After Fractures (Experimentelle Untersuchun- 

n zur Entstehung der Fettembolie beim Knochen- 
bruch). J. Reum. Langenbecks Arch. u. Deut. Zschr. 
Chir., 1957, 285: 230. 


Tue AUTHOR, of the Surgical Department of the Uni- 
versity of Leipzig, Germany, discusses the pathogene- 
sis of fat embolism. The generally accepted theory is 
that increased pressure in the hematoma and the 
medullary space propels fat from the site of the frac- 
ture into the lumen of ruptured veins and thence it 
enters the circulation. 

In studies on the humerus, the femur, and the tibia, 
the author measured the intraosseous pressure in the 
normal and in the fractured bone. He found that in 
fractured bones the intraosseous pressure is lowered 
rather than elevated as compared with the intact 
bone. For example, 2 days after a humerus fracture 
the intraosseous pressure was 6 mm. Hg in the distal 
fragment but 27 mm. at a corresponding place on the 
opposite side. Similar results were found in experi- 
mental fractures in dogs. The pressure in the medul- 
lary space as well as in the hematoma was always 
lower than in the normal bone. 

These findings were confirmed by intraosseous 
venography in the normal and fractured bone. If con- 
trast material was injected in the medullary space of 
anormal bone the material was evacuated promptly 
and completely via the perforating veins. If, however, 
the material was injected in the medullary space of a 
fractured bone it did not drain through the veins but 
spread in the medulla and the hematoma. When con- 
trast material was injected directly into the hemtoma 
by far the largest portion remained there as a deposit; 
only a small part entered a central medullary vein and 
drained from the extremities of the bone. In no case 
could drainage from the veins of the hematoma or via 
the perforating veins of the area be visualized. 

The author draws the conclusion that the fracture 
as such plays an insignificant, if any, role in the gene- 
sis of fat embolism. Quoting from a number of clinical 
and experimental articles by other workers, he as- 
sumes that any marked force exerted on the bone pro- 
duces separation of fat from the tissue in the medul- 
lary space. These fat droplets can, without increased 
pressure, pass the walls of the veins, the permeability 
of which is increased by the injury. In addition to this, 
fat may also enter the lumina of torn vessels distant 
from the fracture. However, at the site of the fracture 
itself invasion of fat does not occur because of the 
lowered pressure and the alteration of the circulation. 

— Werner M. Solmitz, M.D. 


A Study of Metabolism in Undercooled Dogs (Stoff- 
wechseluntersuchungen an unterkuehlten Hunden). 
K. Tauper, H. Keysster, R. ENZENBACH, and R. 
- Langenbecks Arch. u. Deut. Zschr. Chir., 1957, 


Docs were anesthetized with pernoctone or evipan. 
ypothermia-was produced with ice bags, ice baths, 
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or extracorporal blood cooling by the aid of an 
arteriovenous shunt between the femoral artery and 
the femoral vein, consisting of a silicone-coated tube 
submerged in ice water. Part of the dogs were pre- 
treated with an intravenous lytic cocktail of megaphen 
50 mgm., atosil 50 mgm., and dolantin 100 mgm. The 
respiratory volume and frequency, and the oxygen 
consumption and carbon dioxide excretion were 
measured. 

Although a constant fall in the metabolic rate was 
observed with falling body temperature, a significant 
decrease was registered only with temperatures below 
30 degrees C. Comparison of animals with and with- 
out ganglion blockade gave no significant difference 
in the rate of the temperature fall. In the animals pre- 
treated with the lytic cocktail the metabolic proc- 
esses took a more even and quiet course. One of these 
animals died as compared with 3 that died in the 
group not treated with lytic cocktails; the latter all 
died from uncontrollable auricular fibrillation. 

The extracorporal blood cooling method was found 
to be most effective (temperatures to 20.5 degrees C 
were attained) and easiest to control. However, an 
arteriovenous shunt means an additional burden for 
the heart. It is believed that a venovenous shunt with 
a built-in pump (modified Beck’s mill) might be a 
better solution. The possibility will be explored in 
further experiments. —Victor R. Jablokow, M.D. 


Study of Factors Influencing Induced Tolerance to 
Skin; Homografts in the Chicken. Jack A. Cannon, 
TERaSsAKI, and WILLIAM P. Lonemire, JR. Ann. 
Surg., 1957, 146: 278. 


THIS ARTICLE is concerned with the induction of toler- 
ance to skin homografts in the chicken. The results of 
the study which has been carried on for the past 6 
years are presented in four charts. Previous investiga- 
tion, by other workers, had shown that homografts in 
one day old chicks would survive in 5 to 10 per cent of 
the cases. 

The authors devised a method of embryonic cross 
transfusion which made possible a large percentage 
survival of the animals. Fine needles, No. 40, were 
manipulated into the allantoic veins. The blood so 
obtained was cross transfused. The experiment was 
designed to test several factors. One factor was the 
effect of the age of the embryo into which the blood 
was cross transfused on the survival of the homografts. 
A second experiment was designed to test the effect of 
the amount of blood which was cross transfused on the 
survival of the homografts. A third group of em- 
bryonic cross transfused chicks, and controls, tested 
the effect of age at which the skin was grafted. The 
fourth group comprised those subjects in which the 
effect of repeat grafting on the same chick from the 
same donor was tested. 

In the first experiment it was found that survival of 
homografts was greatest when the chicks were cross 
transfused between the 12th and 18th days of incuba- 
tion. The second group of tests showed that survival of 
homografts was maximum when the dosage of cross 
transfused blood was between 0.2 ml. and 0.4 ml. In 
the third experiment, the age at which the skin was 
grafted proved to be of some significance. Those 
grafted at two days had a 47 per cent survival at 18 
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weeks, while the group grafted at 2 weeks had a 29 
per cent survival. The fourth group which was sub- 
jected to ‘repeat grafting’ revealed a 60 per cent sur- 
vival of both grafts at 8 weeks; however, 40 per cent 
lost the second graft although the primary graft still 
survived. 

In this study the animals have been followed longer 
than in previous similar experiments. The authors in- 
dicate that this is the first report of acquired toler- 
ance of a large number of animals (chicks) to injec- 
tions while in various stages of embryonic growth. It is 
apparent that tolerance to homografting in the chick 
can be induced by embryonic cross transfusion. 

—R. L. Lawton, M.D. 


Multiple Intraperitoneal Autoplastic Transplants of 
Splenic Tissue (I trapianti autoplastici multipli in- 
traperitoneali di tessuto splenico). L. Mocer and N. 
Rucct. Acta chir. ital., 1957, 13: 221. 


A CAREFUL STUDY was made of the peritoneal trans- 
plant of fragmented spleen in a group of 15 rabbits. 
All of the animals had been carefully examined for 
reasonable similarity of their red blood count, white 
blood count, and differential. Further careful ex- 


amination was made for the degree of hemolysis of the 
cells in a sodium chloride solution. In 5 animals repre. 
senting a controlled group, splenectomy alone was 
performed with particular attention to asepsis and 
ligation of the lienal veins. 

In the second group of animals which numbered 15, 
splenectomy was likewise performed, 10 segments of 
spleen being distributed freely through the peritoneal 
cavity. The animals were sacrificed at various times 
ranging from 5 to 65 days. Comparative studies were 
made of the 5 animals that had undergone splenec. 
tomy only and the 15 animals with transplants. There 
was no significant variation shown by repeated ex. 
aminations of the red cell count, the total leucocyte 
count, the differential white blood count, and the 
hemoglobin level in these two groups. 

Following sacrifice of the animals undergoing trans- 
plantation, it was found that between 60 and 70 per 
cent of the transplants were viable; however, there 
was little evidence that they were collectively able to 
take over normal splenic function, which was prob- 
ably due to the fact that there was only sufficient 
blood supply for self-preservation. 

— Walter L. Byers, M.D. 
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